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I 1951, the authors® presented their concept of 
the etiology, pathology and treatment of trau- 
matic neuromata of the digital nerves; twenty 
cases had been treated successfully and were pre- 
sented at that time. In the past five years, fifty cases 
have been operated upon and others have been 
seen in impartial examinations for the Workmen's 
Compensation Commission and in private practice. 
The high relative incidence of crushing injuries 
to fingers in industrialized areas such as Provi- 
dence, Rhode Island, and the failure to pay proper 
attention to the handling of the injured nerves has 
prompted the authors to re-emphasize their con- 
cept of diagnosis and treatment. 

The most commonly encountered neuroma in 
the hand is that resulting from trauma to or sev- 
erance of a peripheral nerve. This tangle of 
neuraxon and sheath cells is termed by Foot* a 
false fibrillary neuroma. They result from the 
effort of the severed nerve ends to rejoin. 

Cieslak and Stout*® in their review of peripheral 
nerve tumors also agree that after severance of a 
nerve the distal end of the proximal portion of the 
nerve may enlarge and simulate a tumor. These 
enlargements, called neuromas, are not true neo- 
plasms. The nodule is made up of granulation tissue 
through which pass many strands of regenerated 
or proliferated axons with Schwann sheaths. 
These strands are arranged in interlacing bundles 
which run in all directions. It is believed that the 
granulation tissue preceding neuroma formation 
arises from the blood vessels of the endoneurium 
and perineurium of the involved nerve, as well as 
from the adjacent soft tissues. 


—_——___. 


*Presented at the John F. Kenney Memorial Clinic, at 
the Pawtucket Memorial Hospital, November 14, 1956. 
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Anatomy 

The most important cutaneous nerves of the 
hand, in fact the most important cutaneous nerves 
of the upper limbs, are the palmar digital branches, 
one for each side of each digit. The lateral seven 
are branches of the median nerve, the medial three 
are branches of the ulnar nerve ; that is to say, the 
median nerve supplies 3% digits; the ulnar nerve 
114. The palmar digital branches furnish branches 
to the entire palmar surface of the digits, to the 
subungual regions (i.e. deep to the nail), and to 
the local joints. The median nerve is especially 
generous in its supply of branches to the dorsum 
of the index and middle fingers (Figures la & 
1b). To expose surgically a palmar digital nerve, 
one should feel for the lateral edge of the phalanx 
and make a longitudinal incision anterior to its 
radial or ulnar borders. These nerves are situated 
on the lateral surfaces of the fibrous flexor 
sheaths and antero-medial to their accompany- 
ing arteries. A longitudinal incision that strikes the 
phalanx on the lateral surfaces is behind the nerve 
and misses it. 

The etiology of neuromata is always clear, as 
there is a history of injury, which involves one or 
more of the peripheral nerves. As mentioned pre- 
viously, in highly industrialized areas, such as 
Providence, Rhode Island, there is a high relative 
incidence of crushing injury to fingers. The use 
of foot-press and power-press machines in the 
jewelry industry has resulted in many more such 
cases than one might see in other communities. 
Depending upon the severity of the injury, the 
usual course of events is for the injured members 
to be treated in a doctor’s office or the hospital 
emergency room, with debridement and primary 
suture being carried out. Frequently, this is done 
in the operating theater. Healing is almost always 
per primam, but the patient continues to complain 
of tenderness and pain of the amputation stump, 
the pain being shock-like or burning in nature and 
referred over the course of the sensory distribution 


of the nerve. Hyperesthesia is often so marked 
continued on next page 
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Figures la and 1b, Note branching of digital nerves. Taken from Werner Spalteholtz Hand Atlas of Human 
Anatomy, 7th edition, pages 656 and 658, with approval of the publisher. 


that the finger renders the entire hand unfit for 
work. Pain, considered by MacKenzie as a pro- 
tective mechanism, may become a destructive force 
dangerous to the patient’s morale. When pain of 
this type is allowed to become chronic the cerebral 
cortex may become involved in its projection, so 
that no peripheral operation can relieve it. In ad- 
dition the patient may develop addiction to mor- 
phine, with deterioration of personality. White® 
mentioned four such cases which had _ repeated 
amputations, paravertebral blocks and cervical- 
thoracic ganglionectomy without relief of pain. 
In our original paper we discussed one such 
patient who had had eight operations which in- 
cluded repeated amputations, neurolyses and cer- 
vical sympathectomy. He _ still complained of 
severe pain in the hand and arm, the slightest 
touch causing a shock-like reaction. The patient 
was taking several grains of morphine daily to 
control his pain. In the past five years we have 
seen three similar tragic cases. Bunnell! believes 
that the persistence of pain after several re- 
amputation operations on neuromata suggests 
that a pain habit pathway has been worn to the 
brain. 


Even in the less severe cases, painful hyper- 
esthesia prevents active and passive movement of 
associated joint and soft tissues, and thereby leads 
to contractures, osteoporosis, and other trophic 
disturbances. Watchful waiting in the hope that 
the pain will disappear spontaneously is, therefore, 
not advisable for more than a very limited period. 

The physical findings are quite characteristic 
(Figure 2), the skin of the affected members be- 
ing smooth and shiny. The rugae of fingerprints 
may disappear and the color of the finger is red 
and slightly cyanotic. There is always a trigger 
zone which may present an underlying nodule of 
soft tissues. Pulling and stretching the skin will 
cause pain referred to the area where the nerve 
is trapped in the scar. Depending upon the duration 
of symptoms, there may be evidence of atrophy 
of muscles of hand and forearm, as well as X-ray 
evidence of osteoporosis from disuse. 

As regards the pathology, emphasis is again 
placed on the thought that traumatic neuromata 
are not true neoplasms. More often than not, we 
find that the difficulty is that we are dealing not 
with large bulbous enlargements of the nerve ends, 
but rather that one or more of many branches of 
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the nerve are caught in traumatic or operative scar 
tissue. Failure to remove completely all involved 
branches will result in continuance of pain. 

The microscopic picture is that of nerve ele- 
ments trapped in granulation tissue (Figure 3). 
The nerve elements may frequently show a com- 
pletely disorganized derangement of fibres run- 
ning in all directions. The treatment of painful 
neuromata is mentioned by Bunnell! in the second 
edition (1948) of his book SURGERY OF THE HAND, 
and he describes injection of the proximal nerve 
stump with absolute alcohol. He states that the 
value of these injections is to be proven and that 
he now omits the alcohol. In the third edition 
(1956 ),? he now states that all methods of injec- 
tion of the nerve stump have been discarded. He 
advises “excising the neuroma and nerve from 
the scar, cutting it off short and shoving it with 
a hemostat far up into good tissue and away from 
trauma.” As regards the handling of fresh am- 
putations, in his latest edition, he makes mention 
that the two volar digital nerves should be dis- 
sected out and cut off short; they should never be 
left in scar tissue. 

J. C. White® describes the technique of draw- 
ing the nerve end through a drill hole and bone to 
prevent neuroma formation. He tried this in three 
cases, but reported unsatisfactory results. He also 
describes the use of 20% solution of formalin for 
injecting the proximal nerve stump to prevent 
neuroma formation. 

After examining the microscopic sections of 
over twenty painful neuromatas, we found the 
basic picture to be that of disorganized nerve 
bundles bound down in granulation tissue. It 
would seem necessary to point out the importance 
of avoiding any procedure which would further 
the formation of scar tissue around the nerve 
stump. We have observed the scarring effect of 


absolute alcohol and of sclerosing agents, such as 
formalin, within soft tissue. We know that a 
digital nerve is a definite structure and it would 
seem that the injection of a nerve stump of that 
size without leakage into the surrounding tissues 
would be purely fortuitous. 

We have used the following technique in seventy 
cases of neuromata. There were two failures, one 
a male, age twenty-three, who had received a 
crushing injury to the thumb. Despite repeated 
procedures for complete removal of the involved 
nerves, the patient continued to complain of pain 
involving the entire right upper extremity. The 
second patient was a woman, age twenty-eight, 
who had sustained a crushing injury of her index 
finger. Again, despite what was considered ade- 
quate removal of the involved nerve ends, the 
patient continued to complain of pain involving 
the entire extremity. Relief was not obtained by 
sympathetic blocks in either instance. It is the 
authors’ belief that a pain pathway had been de- 
veloped involving the cerebral cortex. 


Operative Procedure 


The operation is performed in a hospital, with 
the patient under general anesthesia, with pneu- 
matic tourniquet control to insure a_ bloodless 
operative field. After dissecting out the end of 
the nerve, with its neuroma, it is freed proximally 
and with tension applied to the nerve, the sur- 
rounding tissue is retracted upward. The nerve is 
sectioned as far proximally as is possible, and is 
allowed to retract upward away from the operative 
field. The distal nerve stump and scar tissue are re- 
moved. The wound is closed with silk sutures and 
a firm compression dressing applied. We believe 
that neuroma or bulbar enlargement is physio- 


logical in a nerve stump and will not cause diffi- 
concluded on next page 


Figure 2. Note smooth, shiny appearance of the skin of thumb, with disappearance of finger prints at tip. The 
color was slightly cyanotic. 
Figure 3. Section of a digital neuroma showing nerve elements trapped in granulation tissue. Disorganization of 
nerve elements with fibers running in all directions. 
Figure 4. Digital nerve stump and scar tissue. Relative size of nerve may be gauged against standard scalpel handle. 





90 
culty if it is not trapped in scar tissue, or adherent 
to bone or fibrous tissue. 

Immediately after recovering from the anes- 
thetic, the patient will volunteer that the annoying 
electric-like shocks are gone. The average follow- 
up was six months; the patients returned to their 
former occupation in almost every instance. 


CONCLUSIONS 

1. Traumatic neuromata of the digital nerves 
are not true neoplasms, but represent nerve ele- 
ments trapped in granulation tissue. 

2. The use of sclerosing agents injected into the 
digital nerves is not recommended because of its 
tendency to favor the formation of scar tissue 
around the nerve stump. 

3. A technique for the treatment of traumatic 
neuromata of the digital nerves is presented. This 
has produced relief of pain in seventy cases with 
two failures. 

4. In handling traumatic amputations of finger 
tips, it is emphasized that attention be paid to the 
digital nerve ends. These must be freed and sec- 
tioned under tension so that scar formation and 
fibrosis of the healing soft tissues will not result 
in a traumatic neuroma. 
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Figures Sa and 5b. Traumatic neuroma following 
crushing injury in foot press. Treated initially by im- 
mobilization in plaster cast and subsequent skin graft. 
Patient received intensive physiotherapy, but continued 
to complain of marked sensitivity of finger tip. Two 
cervical sympathetic blocks produced relief for forty- 
eight hours. Cervical sympathectomy advised and refused. 
Note marked scarring and adherence of nerve to scar 
tissue (5b). 
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Introduction 

ange the past several years, as a member of 

the Executive Committee and as president 
of this Association I have become increasingly 
aware of a problem which concerns us all and 
about which we personally knew so little that our 
opinions were confused and uncertain. I refer to 
the matter of the alien or immigrant foreigi- 
trained physician and his place in American 
medicine. 

With the help of Mr. John E. Farrell, our 
executive secretary, and the cooperation of Mr. 
Thomas B. Casey, chief, Division of Professional 
Regulation of our State Department of Health, 
we have gathered some information concerning 
this problem which we believe should be of interest 
to you. 

Table I demonstrates that from 1941 through 
1950, a ten-year period, only eighteen gradu- 
ates of foreign medical schools were examined and 
sixteen licensed in Rhode Island. Seven foreign 
countries were represented. 


TABLE I 
Foreign School Graduates Examined for 
Licensure in Rhode Island 
1951 — 1955 


Licensed by 
Reciprocity 
Took and 
Exami- Endorse- 
nation Passed Failed ment 
1941-1950 16 
TS scsi 7 
1952 23 
1953 26 
1954 2 34 
1955 . 35 


Countries 


125 
During the succeeding five-year period, 1951 
through 1955, one hundred fifty foreign graduates 


*Presidential Address Delivered at the 110th Annual Meet- 
ing of the Providence Medical Association, at Providence, 
Rhode Island, January 7, 1957. 


were examined, one hundred twenty-five of these 
were licensed and three were accepted by reci- 
procity. In 1954 and 1955 as many as sixteen differ- 
ent foreign nationalities were represented among 
the applicants. 


TABLE II 
Medical Licenses Issued in Rhode Island 
1951 — 1955 
Foreign 
School 
Total Graduates 
40 7-17% 
62 24 - 39% 
58 26 - 45% 
63 35 - 55% 
64 36 - 56% 


Reci- 
procity 


Exami- 
nation 


5-Year Totals: 159 287. 128- 44.6% 


Table II demonstrates that during the last five 
years a total of two hundred eighty-seven physi- 
cians were admitted to practice in this state. It is 
interesting to note that graduates of foreign 
medical schools represented 44.6 per cent of the 
total number, and that during the last two years 
foreign graduates represented more than half of 
those admitted each year. If these figures are fur- 
ther broken down, and remembering Table I, it can 
be shown that of one hundred fifty-nine physicians 
licensed by examination in Rhode Island during 
this period, one hundred twenty-five, or 78 per 
cent, were foreign trained while only three (2 per 
cent) of one hundred twenty-eight licensed on a 
basis of reciprocity from other states were foreign 
trained. 

Table III lists the twenty-six countries in which 
the one hundred fifty foreign-trained applicants 
for licensure in Rhode Island during the last five 
years were trained. The majority came from Ger- 
man and Italian schools. Only five of these one 
hundred fifty candidates had graduated from 
foreign schools approved by the Council of Medi- 
cal Education and Hospitals of the American 
Medical Association. 

Table IV lists the nationalities of the forty-nine 
foreign-trained physicians who have applied for 
membership in the Rhode Island Medical Society 
during the last five years when one hundred 


twenty-eight foreign-trained physicians were li- 
continued on next page 
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TABLE III 

Countries in which Foreign School Graduates were 
Trained Who were Examined for 

Rhode Island Licensure 

1951 — 1955 inclusive 
WR hecho 

Latvia... 

Lithuania 
TPES eet Onin eltaeen 
Netherlands  ........cccccccc00 


w 


KS Url DD Uke DOA 


Austria 

China 
Colombia 

Cuba 
Czechoslovakia 
Dominican Republic 
Estonia 

France 
Germany 
Greece 
Hungary 

Iraq 

Ireland 


* 


Poland ........ 

Portugal .. 

Rumania ... 

Scotland . 

Switrerana ........-... 

Union of Socialist 
Soviet Republics 

VEIROSIAWIA. scccesccosccansonce 


Meunmwwyn 


p= 
we NA 
yo — 
* 


t 


—_ 
* 


Number of countries. .............. 
Number Of Cardidates -...ccesccscccccsscssnsenssnses 
*Countries having approved schools 





TABLE IV 

Native Residence of Foreign-Trained Physicians 

Elected Members of the R. I. Medical Society 

1950 — 1955 inclusive 

Italy ... 
Latvia 
MT OC eke tener Rete Ree 
Peru ... 
Poland . 
Portugal 
Russia . 
Ukraine .......... 





American born 
Austria 

China 

Cuba 

Estonia 
Finland 
Germany 
Greece 
Hungary 








ee eR bw DO WwW 


Number of countries 

Number of physicians ........ sts cai hae Sa ees A Pees 

Total foreign-trained physicians licensed during this 
SURREAL cckcanos anes manan Casa 128 





censed. There are nineteen foreign-trained prac- 
titioners in Rhode Island who have not applied for 
membership. 

There are nine hundred sixty-six physicians 
presently practicing in Rhode Island. Ninety of 
these were foreign trained. Sixty-three, or over 
two-thirds, were admitted to practice during the 
last five years. 

About one half of the foreign-trained physicians 
licensed in this state remain here to practice. 


The National Picture 

The problem of foreign-trained graduates and 
alien physicians is not peculiar to Rhode Island. 
May I quote you some statistics ? 

Setween 1930 and 1953 some 20,373 foreign- 
trained physicians were examined for licensure 
in the United States (48.4 per cent failed).? 

In the state of New York, between 1931 and 
1951, of 14,300 foreign-trained physicians who 
applied for licensure examinations, 3,000 were re- 
jected and 11,300 were examined.” 

In 1952, a total of 1,208 immigrant physicians 
entered the United States.® 
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Over 5,000 foreign-trained alien physicians en- 
tered in 1954.45 

The percentage of alien foreign-trained first- 
year interns and residents in hospitals in the 
United States rose from 8.5 in 1950-51 to 21.6 
in 1953-54.8 

As of July, 1953, there were 25,896 interns and 
residents in approved hospitals in the United 
States. Of these 5,589 (22 per cent) were aliens. 
New Jersey led the list with 64 per cent. Rhode 
Island tied Delaware for ninth place with 31 per 
cent.® 

Between one fifth and one fourth of the total 
interns and residents on duty in the hospitals of 
this country are aliens.® 

The number of graduates of our own grade A 
medical and basic-science schools has risen from 
4,735 in 1931 to 6,845 in 1956.7 This production 
of graduates from our own schools was almost 
equaled in 1955-56 by the influx of 6,033 foreign- 
trained interns and residents from 84 different 
countries... This number (6,033) includes only 
alien physicians training in approved hospitals. If 
alien physicians training in unapproved hospitals 
and alien immigrant physicians were included, the 
total might well have surpassed the annual num- 
ber of graduates from our own schools! 

This year, in the state of New York, where 
more than one third of general practitioners are 
foreign trained, it has been estimated that an ad- 
ditional 2,500 foreign-trained physicians will be 
admitted to licensure examinations. This number 
represents more than one third of the anticipated 
graduates of our own medical schools.® 

Doctor Dominick Maurillo, chairman of the 
Committee of Licenses of the New York State 
Board of Regents, states that of the 5,500 un- 
licensed foreign doctors presently serving as in- 
terns or residents in the United States less than 
ten per cent will ever return to their native 
countries.” 

There were approximately 1,000 more alien 
physicians training in our hospitals in 1955-56 than 
in the preceding year.® 

There is another side to this picture. Not only 
are thousands of alien foreign-trained physicians 
practicing as interns, residents, and licensed phy- 
sicians in this country, but hundreds of Americans 
are going abroad to foreign medical schools. 

At the present time some 1,700 American stu- 
dents are believed to be attending foreign medical 
schools located in twenty-six countries.*!° The 
presumption is that the majority of Americans 
studying medicine abroad are doing so because they 
have been denied admission to American schools. 

We greatly admire American students who, re- 
fused at home, are so determined to become doc- 
tors that they go abroad for study. Many such 
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have registered in recognized schools where their 
education will perhaps be as good as the average 
in America. It is unfortunate, however, that dis- 
tressingly large numbers are registered in un- 
recognized schools in Germany, Italy and else- 


where. Because of the ravages of war, and for 


other reasons, many of these unrecognized schools 
currently provide an inferior quality of medical 
education as judged by American standards.®:117 


Causes 

McCormack and Fararu® have made an effort 
to determine under what sponsorship so many 
foreign medical graduates have come to this coun- 
try. Excluding hospitals, they found at least sixty- 
seven different sponsoring agencies active in 
1954-55, including ten different agencies of our 
United States Government, eighteen agencies of 
foreign governments, and thirty-eight different 
religious, educational or philanthropic organiza- 
tions in this and other countries. They conclude: 
“Since the exchange-visitor regulations were pro- 
mulgated in 1949, some 1,850 privately sponsored 
exchange-visitor programs have been designated, 
of which over 1,000 are sponsored by American 
hospitals and allied institutions obviously for the 
purpose of enabling the institutions to provide 
training for foreign nationals” ;—in other words, 
to secure interns. 

It would appear that the rapid growth of Ameri- 
can hospitals, combined with the heavy and con- 
tinuing demands of our armed forces for Ameri- 
can-trained physicians, has created a vacuum and 
that the intern and resident requirements, especial- 
ly of the smaller non-teaching hospitals, are being 
met by a mounting influx of foreign-trained alien 
medical graduates. 


American Medical Schools 

It should be unnecessary before this audience 
to recite the accomplishments of American medical 
education. In 1903 this country was disgraced by 
almost 300 so-called medical schools graduating 
some 7,000 doctors. Serious students of medicine 
traveled abroad for their education. Following 
Abraham Flexner’s report,!® and after an heroic 
struggle, diploma mills were gradually eliminated 
and 70 approved schools remained. At the present 
time there are 87 grade A schools in the United 
States and Canada, and by 1963 there will be 94. 
The annual number of graduates from our schools 
(excluding Canada) has risen from 4,735 in 1930- 
31 to 6,845 in 1955-56, Including Canadian schools, 
which are on a par with our own, 7,651 medical 
diplomas will be granted this year.? 

There are more medical schools and more phy- 
sicians per unit of population in North America 
than in any other large geographical area including 
Europe.!4 


Undergraduate and postgraduate medical edu- 
cation and practice in the United States and Canada 
have reached the highest peak in their history. In 
the prevention of disease and the prolongation of 
life, American medicine has lead the world in the 
attainment of goals that seemed utterly hopeless 
fifty years ago. 

These accomplishments have been due in large 
measure to a progressive elevation of education 
standards in this country, especially as they apply 
to medical education, and to a competitive selec- 
tion of applicants for medical training. There is 
no profession of which our people have demanded 
as much in terms of preparation and apprentice- 
ship, and none that have given more. 


Foreign Medical Schools 

There are at least 595 medical schools in the 
world.'* No doubt some are better than our own 
and many are as good. Ethical standards, culture 
and _ scientific achievement are not American 
monopolies. 

The Council on Medical Education and Hos- 
pitals of the American Medical Association, in col- 
laboration with the Association of American 
Medical Colleges, have recognized some fifty 
foreign medical schools as comparable to our own. 
They neither accept nor condemn the others since 
they find it impossible to investigate and judge 
the standards and quality of the remainder. 

There are fundamental differences in the phi- 
losophy of the American and European systems 
of medical education. In general our objection to 
the unrecognized foreign medical schools is that 
students are accepted and graduated who are ill- 
trained in the basic sciences; that there is little 
or no selection of applicants (some admitting as 
many as 1,000 students to the first-year class) ; 
that the faculties are inadequate and that instruc- 
tion is didactic. In most foreign countries the first- 
and second-year medical course includes studies 
which have been completed in American pre- 
medical schools or colleges. 

May I quote Willard C. Rappleye, dean of the 
medical faculty of Columbia University: He 
says, “A threat of considerable magnitude is now 
confronting the licensing bodies, the profession, 
and the country. The question as to whether or not 
we have multiple levels of practice is no longer 
hypothetical. We are establishing double standards. 
This has been brought about by the influx of a 
large number of graduates of medical schools of 
foreign countries, which for a variety of reasons 
have not provided, and cannot currently provide, 
the pattern of medical education regarded every- 
where in this country as minimal. . . . In different 
countries there often is almost a complete lack of 


secondary education, inadequate facilities in what 
continued on next page 
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we regard as preprofessional preparation, and a 
dearth of laboratories, teaching personnel, and 
clinical instruction so necessary in our concept of 
the proper training of the physician. 

“In a great many of the foreign countries there 
has been no effort to restrict the number of stu- 
dents to the capacity and facilities of the so-called 
medical schools. The instructional plans are fre- 
quently didactic with little intention to provide 
bedside instruction and supervision, guided labora- 
tory experiences, or other features that we now 
take for granted here.” He goes on to say that in 
spite of well-fitted personalities and high intelli- 
gence, students from such schools “have not had, 
nor could they obtain in their country, a satisfactory 
professional education.” 

He states that “the infiltration of the medical 
profession of the United States by large numbers 
of doctors who have not been able to obtain prop- 
er basic professional education is almost certain 
to lower the general level of practice in this coun- 
try during the next several decades” and that we 
may be entering into a period of practice “‘reminis- 
cent of that which existed in this country about 
1900, when the proprietary medical schools and 
‘diploma mills’ produced large numbers of par- 
tially trained doctors. 

“We are rapidly creating,” he says, “two classes 
of citizens in terms of medical care received. 
Those of the first class will be attended by gradu- 
ates of approved medical schools; those of the 
second class will receive medical care largely by 
graduates of unrecognized medical schools.” 


Present Efforts at Solution 

Medical licensure in the United States is a 
State Right and there is little uniformity.1° Twelve 
of the states will license no foreign-trained phy- 
sician and nineteen will accept for licensure ex- 
amination only graduates of recognized foreign 
schools. Basic science certificates are required in 
17, internships in the United States in 29, citizen- 
ship in 23, and first papers for citizenship in 13. 
If the applicant is a graduate of a non-recognized 
school, Florida requires three years of internship 
and residency and Kentucky five. Texas draws the 
line by limiting applicants to graduates of English- 
speaking schools. 

It is surprising that only five states and Hawaii 
have availed themselves of the National Board of 
Medical Examiners as an examining or screening 
body. About 95 per cent of American-trained phy- 
sicians are capable of passing examinations. by 
this Board,!* although its examinations are prob- 
ably more difficult and searching than most state 
examinations, 

Should all foreign-trained physicians be ex- 
amined by this same impartial body, divorced as 
it is from all political influence, a true evaluation 
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of the comparable educational attainments of 
American and foreign-trained applicants for li- 
censure would be immediately available. 

x ok Ox 


Among the preliminary requirements for li- 
censure examination in Rhode Island are the basic 
science certificate, first citizenship papers and in- 
ternship in the United States. After April, 1955, 
internship is required in Rhode Island hospitals. 

Our state requirements for medical licensure 
also include, and I quote, “Applicants must be 
graduates of medical schools approved by the 
Council on Medical Education of the American 
Medical Association and the American Associ- 
ation of Medical Colleges. . . .”1® This require- 
ment has obviously been meant to apply only to 
graduates of American schools, since we have 
shown that only five of 150 foreign-trained appli- 
cants during the last five years had graduated 
from foreign schools recognized by the same 
Council that approves or disapproves American 
schools. This would appear to have been an un- 
intentional discrimination against graduates of our 
own schools. 

Rhode Island regulations further state that “no 
person who matriculated at a foreign medical 
school subsequent to January 1, 1949, will be con- 
sidered for licensure in the State of Rhode Island. 
This rule shall not apply to any person who was a 
legal resident of Rhode Island at the time of 
matriculation provided that such person obtained 
his pre-professional medical training in the United 
States or Canada.” 

And so Rhode Island has reversed its policy 
from one of accepting foreign-trained applicants 
on an individual basis regardless of the recognition 
or non-recognition of their schools to one of non- 
acceptance of any graduate of any foreign school 
except citizens of Rhode Island at the time of their 
matriculation. 

It is not clear by what logic our licensing author- 
ity has decided to refuse examination to all alien 
applicants who may have graduated from the best 
of the foreign schools while at the same time 
accepting for examination certain of our own 
citizens who may have graduated from the least 
desirable of the foreign schools. Thus one of our 
citizens may avail himself of an unsatisfactory 
premedical training in this country, graduate from 
an inferior school abroad—and have the same 
right of licensure examination as the most brilliant 
graduate of our own or of a foreign grade A 
school. Such a policy discriminates against gradu- 
ates of grade A schools both at home and abroad, 
and should, I think, be modified. 

In the case of immigrant physicians who have 
become United States citizens I believe that such 
a regulation could be challenged as unconstitu- 
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tional, for it seems to deny applicants equal treat- 
ment before the law. 


Plans for the Future 

The listing of acceptable foreign medical schools 
as a guide to state licensing bodies or to hospitals 
desiring foreign-trained interns has been largely 
disregarded in this state and throughout the 
country. The need and necessity for a new national 
approach has resulted in the formation of a Com- 
mittee on Graduates of Foreign Medical Schools 
with participating representatives from the Coun- 
cil on Medical Education and Hospitals, the 
Federation of State Medical Boards, the Ameri- 
can Hospital Association, and the Association of 
American Colleges.? 

While recognizing the responsibility of sharing 
educational opportunities in medicine, this Commit- 
tee’s primary purpose will be preservation of the 
present high standards of medical care in America. 
Its primary object will be to devise an effective 
objective type of examination which will measure 
educational attainment of all foreign-trained phy- 
sicians ; an examination that might be given either 
here or abroad and one that would give evidence 
of whether the foreign-trained physician had or 
had not reached a level of attainment comparable 
to that of students in American schools at the time 
of graduation. Thus, the emphasis will be away 
from the approval or disapproval of foreign 
medical schools, and will be upon the individual 
physician. 

All four parent organizations have approved 
this plan and expect it to be available to state 
boards and hospitals by the summer of 1957. 

It would be our earnest hope that American hos- 
pitals and state licensing bodies may find in this 
projected screening device a mechanism which 
will prove of service to them both; and that a step 
will have been taken toward the establishment of 
a much needed national uniformity in the quality 
of medical care. 


CONCLUSIONS 

In conclusion I would like to state several per- 
sonal opinions and principles which I believe are 
germane to this problem. 

The temporary interchange of medical students 
and physicians between countries for educational 
purposes, if honestly and wisely carried out, 
should be of mutual advantage to all. 

The injudicious licensing of some substandard 
foreign-trained physicians in the past does not 
justify the exclusion of all foreign-trained phy- 
sicians in the future. 

The precipitous and unreasonable infiltration of 
American medicine by thousands of foreign- 
trained physicians poses a serious problem of 
national scope. Its solution is urgent and very 


difficult. 

The immigration of foreign-trained physicians 
cannot be stopped but it must be controlled and 
regulated if we are to preserve our standards. 

Screening examinations designed for this pur- 
pose should not supplant but should rather com- 
plement the acceptance or rejection of graduates 
from recognized foreign schools. The way a phy- 
sician has been trained to think in a good school 
may be of more value than facts he has learned in 
a poor one. 

And finally, I believe that double standards of 
medical care result largely from double standards 
in the selection and education of physicians. 
Foreign-trained physicians, whether alien or 
American born, should be obliged to meet the 
same standards and should receive the same treat- 
ment as graduates of American schools. I would 
be the last to advocate the denial of asylum in 
America to the harassed and oppressed from other 
lands with whom we have the deepest sympathy. 
In the case of immigrant physicians, however, 
ways and means must be found of screening those 
who cannot meet our professional standards and 
where possible of providing them with whatever 
additional training may be necessary to meet those 
standards. This is the American way. 
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SELECTIVITY OF TREATMENT IN PSYCHIATRIC PATIENTS* 


— Five Hundred Autonomic Nerve Reactions — 


EDWIN DUNLOP, M.D. 








The Author. Edwin Dunlop, M.D., Assistant Medical 
Director, Fuller Memorial Sanitarium, South Attle- 
boro, Massachusetts. 





Annet TIME ago, Mr. S., having gone into a 
recurrent depressive situation, was referred 
to the Fuller Memorial Sanitarium by his family 
physician. On admission he was depressed, ap- 
peared apathetic, could not sleep, had lost some 
weight, had no appetite, was constantly appre- 
hensive and quite fearful. 

His psychiatric history revealed that he had 
two similar episodes of this nature, almost at 
annual intervals, and on both occasions was seen 
by psychiatrists, who recognized the symptoma- 
tology as a depressive type of reaction and used 
electroshock therapy. In the first treatment series 
the patient had six treatments and made moderate 
improvement, but, during the second series of 
treatments the patient did not even complete the 
course of therapy outlined for him, as he said he 
felt the treatments were making him worse in- 
stead of better. Instead of his depressive situation 
being relieved, he found he was becoming increas- 
ingly anxious, more apprehensive, fearful and 
extremely tense. He was actually shifted from a 
depressive reaction into a highly anxious state. 

On his third episode, we made an evaluation 
of him at the Fuller Memorial Sanitarium and at 
this time we tested the autonomic nervous system, 
after the fashion devised by Funkenstein. We 
found that although this man clinically appeared 
depressed, his underlying diagnosis was really 
that of a severe anxiety state, masked by super- 
ficial depressive features, which would be easily 
removed by electroshock treatment or mood ele- 
vating drugs, but, the underlying anxiety state 
was still uncontrolled. In fact, with the alleviation 
of the depressive elements, his anxiety at times 
was unbounded. 

The application of the Funkenstein test is par- 
ticularly appropriate in our types of problem. 

Our patient population comprises mainly; the 
mildly depressed, psycho-neurotic reactions, anxi- 
*Presented at the Regional Meeting, American Psychiatric 
Association, Montreal, Canada, November 8, 1956. 


ety neurotic states, obsessive compulsive behavior 
problems and some schizophrenic reactions. Our 
institution is a voluntary one. We do not provide 
any committable facilities, we have no locked 
rooms, nor do we use any form of restraint other 
than pharmacological. This possibly influences 
some of our statistical findings regarding the 
Funkenstein test. Our patients, perhaps, are a 
milder type of psychiatric problem, than would 
be seen in a committable facility; nevertheless, 
the need for treatment is just as clearly indicated 
and the results just as good as in other groups. 
Indeed, we feel that more accurate clinical judg- 
ment is required in these borderline cases than is 
required in a frankly psychotic depression, or in 
an acute schizophrenic reaction, in which case 
diagnosis is made much more easily. In our series, 
little emphasis has been placed on diagnosis, but 
we have utilized the procedure as an “operational 
concept” and have found it particularly valuable 
in assessing the potential for recovery, especially 
in patients who had formerly failed to respond to 
ECT. or who have relapsed after a short period 
of time and have been referred for further treat- 
ment. Needless to say, simple repetition of the 
treatment program is certainly not the best ap- 
proach, and in such a case, the Funkenstein test 
may indicate not only the reason why the patient 
failed to recover or to maintain his recovery, but 
also what additional features may be incorporated 
in the patient’s treatment program to effect a 
better result. 

We have evolved this procedure to treat cor- 
rectly and promptly the abnormal physiological 
reactions; also we use this diagnostic procedure 
to avoid giving any type of therapy on an em- 
pirical basis. Various modifications of the original 
test are now current and ours is a somewhat 
abbreviated type. 


The Procedure 
Ours is a procedure which is done by a trained 
technician. We have dispensed with the original 
three-day program by eliminating, first of all, the 
normal saline intravenous injection, and by com- 
bining both the mecholyl and adrenalin testing 
at the same time, this before any treatment is 
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given. 
* Our patients are put to bed; blood pressure 
readings are taken every five minutes until a basic 
systolic pressure is determined. We first obtain 
the adrenalin reaction. We employ a solution of 
0.025 mg. of adrenalin chloride in % cc of water 
injected intravenously. We prefer Winthrop 
Stearns (neo-synephrine hydro-chloride) which 
has less nor-ephrinine than other available com- 
mercial products. Immediately, there follows a 
plotting of the systolic blood pressure, at approxi- 
mately one-minute intervals, during which time 
both psychological and physiological responses are 
noted. Graphs are made from the blood-pressure 
recordings, using the systolic blood pressure as 
the ordinate and the time as the abscissa. The 
mecholyl test we prefer to do secondly and we use 
a subcutaneous injection of 10 mg of mecholyl. 
Blood pressure is then plotted at two-minute inter- 
vals for a total of twenty-four minutes. 
Occasionally, in the hypertensive patient whose 
systolic pressure remains at a level of 160 or above, 
or in the patient whose anxiety is well-marked 
clinically, the adrenalin testing is purposely omit- 
ted, as it may occasionally create unwanted dis- 
turbances. We have had no complications, with 
the single exception of one instance, in which a 
patient developed tachycardia which responded 
promptly to the intravenous injection of 1/50 gr. 
of atropine sulphate. 


Findings 

Originally, Funkenstein’s group was broken 
down into seven different reactive groups on the 
basis of their mecholyl testing; and Alexander 
has further enlarged on this by pointing out that 
each of the seven major groups falls into two 
sub-groups, depending on the absence or the pres- 
ence of epinephrine precipitable anxiety. For 
simplicity’s sake and having in mind that our pro- 
cedure is largely to determine what type of treat- 
ment is indicated for a specific patient, rather than 
for classifying all patients under any of the seven 
groups, we have broken ours down into five general 
categories. 

Group 1: This is the type of reaction that is 
hyporeactive to both mecholyl and adrenalin. This 
constitutes a difficult type of problem and closely 
resembles Funkenstein’s group 5 which does not 
respond to the usual somatic therapies. But in our 
experience, we have had one or two reversals 
which will be discussed in a future paper. 

The total number in the group, 85, or 17%. 

Group 2; Epinephrine precipitable type of anxi- 
ty comprises a large portion of our patients; in 
this group we have had excellent results with sub- 
coma type of insulin with occasional recourse to 
non-convulsive treatment. 


The total number in the group, 135, or 27%. 

Group 3: This is the classical type of the de- 
pressive situation which enjoys the most favorable 
response to electroshock therapy, with hyper- 
reactivity to adrenalin and also enhanced mecholyl 
response. Occasionally, however, the judicious 
use of non-convulsive therapy will prevent an ex- 
cess of anxiety developing during the course of 
therapy. 

The total number in the group, 100, or 20%. 

Group 4: This type of charting is one in which 
the mecholyl phase of the testing is the more sig- 
nificant and resembles group three in that respect. 
However, the only difference is that there is very 
little anxiety precipitation, and consequently, no 
anxiety is engendered in the course of the classical 
grand mal ECT. 

The total number in the group, 156, or 32%. 

Group 5: Is described as the so-called “normal” 
classification in which return to homeostasis from 
both mecholyl and adrenalin is reached within ten 
minutes, and in neither case does the deviation 
from basic systolic pressure vary more than ten 
to twenty points. 

The total number in the group, 24, or 4%. 


Summary 

A study of 500 patients confirms the basic thesis 
proposed by Funkenstein and others that prog- 
nostic indications can be derived from autonomic 
nerve testing. 

(1) The recovery potential of the patient is 
shown to be directly related to the intensity of the 
autonomic responses elicited. Enhanced reaction 
to mecholyl shows a very high recovery potential, 
especially if this is coupled with an absence of 
epinephrine precipitable anxiety to electroshock 
treatment. 

(2) If this latter finding, that is, epinephrine 
precipitable anxiety is marked, the indications are 
specific for insulin therapy with occasional re- 
course to non-convulsive treatment. 

(3) The presence of epinephrine precipitable 
anxiety, even though present in maximal degree, 
if accompanied by enhanced response to mecholyl, 
generally indicates the use of the combined type 
therapy of convulsive-non-convulsive treatment. 

(4) The treatment program can be entered up- 
on confidently and with expectation of good results. 
In those cases where there is no evidence of re- 
coverability, needless exposure to treatment which 
will result in disappointment for the therapist and 
for the patient, will not be undertaken; also the 
useless expenditure of time and money can be 
avoided. 

(5) This test has the virtue of simplicity. Its 
technique commends its use in hospital, clinic or 


office practice. The technician can quickly learn 
concluded on page 101 
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MEMORIES OF THE OLD RHODE ISLAND HOSPITAL* 
— PERSONAL AND IMPERSONAL — 


HALSEY DEWOLF, M.D. 





A WE LOOKED a couple of years ago from the 
windows of the Jane Brown over the vast 
expanse of the mud hole, aptly dubbed “The 
Grand Canyon of the Rhode Island” and en- 
visioned the great building that has now arisen 
there some of us surely cast a homesick eye on 
the old Civil War building and almost regretted 
the word “progress.” It is not amiss to spend a 
few minutes this lazy afternoon in recalling mem- 
ories of the old hospital now disappearing and 
soon to sing its swan song. There some, if not 
most of us, served our medical novitiate. While 
reminiscing we may perhaps recall some facts that 
the now dimming past have hidden. Though this 
present generation of doctors (say of the past 
twenty-five years) has seen probably the greatest 
professional progress in medicine so far known in 
so short a time, it is still well to remember that 
in the first twenty-five years of this century, a 
broad base was laid in surgery, medicine, path- 
ology and other special lines upon which the pres- 
ent generation, in part at least, is building in a 
way so dramatic. 

THe Bic CHANGE, a fascinating book by 
Frederick Lewis Allen discusses the changing 
world in recent years, though not that of medi- 
cine. I recommend it to you. Please note that in 
the group here today there are only two who as 
interns before 1900 may be accorded the title of 
Early Americans in relation to the Rhode Island 
Hospital. Doctors Partridget and DeWolf are 
intern products of the last century. We antedate 
the new wing as we still call it, that is to say, Wards 
G, H, I, K, the Laboratory, the Service Build- 
ings, the Peters House, and the Jane Brown; in 
fact, all the modern improvements as we now 
know them. 

The mechanical plant, morgue, laundry, kitch- 
ens, etc. were, as I vaguely remember, down in the 
hollow to the south as now. The former Interns’ 
Dining Room is now the office of the Superintend- 
ent of Nurses. To the west of the main buildings 
was the so-called City Ward which housed scarlet- 
ina patients in the north and diphtheria patients 
in the south end, there being no communication 
between the two units. The Russell Ward then 
as now stood to the southwest and completed the 
hospital buildings. To the north of the main hos- 
*Presented by Doctor Halsey DeWolf, July, 1954 at the 
Friday Night Club. +Deceased 


pital stood the new Chase House for Nurses and 
at the Eddy Street entrance to the Hospital the 
newer Taft O.P.D. 

To emphasize the relative openness of the 
grounds, let me recall a three-hole golf course 
designed and laid out by Doctors DeWolf and 
Van Duyn, the latter Doctor DeWolf’s junior— 
two Dutchmen you may say. The first tee sur- 
mounted a mound (I think it still exists) at the 
extreme southwest corner of the hospital property. 
The first hole, a tin can sunk in the earth outside 
the north door of Ward F; the second tee beyond 
this hole, stroking southeast to the second hole at 
the edge of the pond; the third tee at the pond’s 
edge back toward the site of the present Jane 
Brown. It took some skill, let me add, to drive 
through the then wonderful grove. We enjoyed 
this golf course for part of one season, until Doc- 
tor J. M. Peters, then our superintendent, un- 
expectedly returned from an afternoon off and 
discovered us getting our sorely needed exercise. 
He, not without reason, decided that our golf 
course accounted for an unexplained broken 
window in Ward F and thereupon our golfing 
activities terminated. 

To go back then a bit—only a short fifty-five— 
fifty-seven years—it is not too easy to grasp the 
true picture of the old hospital at the end of the 
1800's ; the simplicity of its daily life, the blissful 
medical ignorance, by present-day standards, of 
both visiting and intern staffs and more especi- 
ally innocence of the vast gulf of professional 
knowledge that loomed ahead. Six interns, three 
medical and three surgical, covered the services; 
the first year being devoted to medicine and the 
second to surgery. The life of the intern was not 
a “very happy one,” but satisfactory and _ profit- 
able. We worked hard, with half a Sunday off 
once every week or so, though we sneaked off 
when we could safely make it. 

We really learned more by observing the good 
physical examinations made by our visiting men 
than by what they tried to say about patients. | 
would except Doctor Robert F. Noyes who was 
a born teacher and a most skillful clinician. He 
would listen to the interns’ account of the find- 
ings of his physical examination of a new patient; 
then without much comment he would do a care- 
ful, complete physical examination himself and 
showing us something we had missed then pass 
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on to the next patient. I remember that there were, 
in a true sense, very few clinics—the teaching, 
as I have said, being conducted at the bedside and 
in the operating room. We saw malaria, much 
typhoid, the anemias, kidney diseases, acute and 
chronic, circulatory disorders and plenty of res- 
piratory diseases. It may interest you to know 
that many years later Doctor Castle of Boston 
gave, in our ward, the first intra-muscular liver 
injections for pernicious anemia. Less emphasis 
was placed upon heart and blood diseases than 
upon acute disorders. 

In surgery, the senior intern, now about to be 
graduated, was given but little first-hand surgery 
to do. His operative experience included glands 
of the neck (usually tuberculous of which there 
were many cases), and an occasional breast or 
hernia, with minor surgery as it came along— 
through accident work or otherwise. While the 
visiting physicians were, most of them good com- 
petent doctors, the visiting surgeons, in most cases, 
were self-trained and not Class A as now rated. 
There was not an undue amount of sepsis, for 
which Doctor C. T. Godding should be remem- 
bered. He had served a surgical internship at the 
Massachusetts General Hospital at the time asepsis 
was first developed and brought it to the Rhode 
Island Hospital and so to Rhode Island. 

No suspicion arose of the need for so impor- 
tant an individual as a resident. I remember Doc- 
tors Perkins and Carl Sawyer as pathologists in the 
late nineties. They would do the post-mortems 
and send in simple tissue reports. I remember well 
the arrival of Doctor Frank Fulton who promptly 
produced a great expansion of the Pathology De- 
partment. This along with his founding and de- 
velopment of our Department of Cardiology 
rightly immortalizes him as one of the greatest 
of our greats. 

Gynecology was in its infancy and the fathers 
of the art here in Rhode Island were Doctors 
George Porter and J. H. Davenport. The former 
was a fearless leader through unexplored pastures 
and the latter a silent, self-restrained younger 
man, with a beautiful surgical technique. Doctor 
Porter was trained in New York at the clinic of 
Doctor Thomas A. Emmet, one of our earliest and 
most eminent gynecologists. 

Doctor Peters, the superintendent, well de- 
serves a friendly eulogy from all of us who knew 
him. He was a German by birth, a practical, kindly, 
tolerant, straight-thinking man who saw clearly 
his problems and solved them readily. Superlative 
administrator, a bit stern but with a warm heart 
and a clear head, he handled the hospital with a 
firm hand. I can perhaps bring him back to many 
of you who knew him, as well as to those who 
came after his regime ended, by citing one especial 


contact which it was my fortunate lot to have 
with him. 

In January 1899, I being senior surgical intern, 
was called to his office: J. M. “Doctor, I’m leav- 
ing next week for my vacation of a month in Cali- 
fornia. During this time you will be acting super- 
intendent of the R.I.H.,” etc., etc. On my part, 
silence verging on overwhelmed unconsciousness. 
Incidentally a week after he left, one evening as 
we interns were “resting’’ in our rooms, now 
Ward E, an orderly rushed in shouting, “Fire in 
the new wing!” (Wards G, H, I and J were 
erected, the walls plastered but in no way com- 
pleted.) I, as acting superintendent, led the co- 
horts through the corridor in a cloud of dense 
smoke, but no one could find the fire. Finally, a 
bucket containing smouldering oiled rags was 
discovered at the further end of Ward G. I noted 
inwardly that I had handled the situation well, 
since there was no panic and the new wing re- 
mained intact but for obvious reasons, I hesi- 
tated to put my impressions into any later report 
to J. M. Peters. 

On another occasion in which my professional 
career hung in the balance, I was again house 
surgeon, my visiting man a rather clever operator 
who, however, was found later to be off mentally. 
One day while the latter was making his visit, a 
man was brought in by ambulance with his left 
arm almost torn off ; he was sent to the operating 
room where Doctor X decided to amputate. The 
patient was in extreme shock and I was convinced 
he would die if an immediate operation was done 
and said so. Doctor X told me he hadn’t asked 
my opinion and added that I should attend to my 
job. While the anesthetic was being given and 
before the operation was begun the man died. 
Doctor Peters sent for me that afternoon and 
said, “Doctor X reports that you exceeded your 
rights in speaking to him today and insists that 
either you be expelled or he will resign as surgeon 
to the hospital. What’s the story?” I told him, he 
listened attentively and concluded, “T’ll fix it, that 
will do.”” Oh wise and learned judge, thought I! 

The School of Nursing included about thirty- 
five to forty nurses who, I believe, followed a 
two-year course. Many of them came from Canada 
and especially from Nova Scotia, and in the hos- 
pital they cared for an average daily patient load 
of about 180. 

The nursing in the hospital was excellent. The 
twenty-four-hour duty was divided, twelve hours 
on and twelve hours off, with sufficient class work 
and yet not too much as now, when the effort is 
even made to demand an A.B. degree before en- 
trance to some of the schools. (I may be wrong in 
this, since the dearth of graduate nurses is rapidly 


and wisely developing the so-called practical nurse, 
continued on next page 
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perhaps not so well-educated, but as 
in the average case.) The girls worked hard and 
many of them were truly imbued with a sense of 
the altruistic profession they were about to follow. 
They were darned good nurses and most of them, 
as far as I remember, darned good women. 

Finally, in lighter vein, let me recall William 

Sherman, ambulance driver par excellence, taci- 
turn, deep-voiced, slow of action, except when his 
one horse was on the gallop and the siren blowing 
for an accident run. (The two-horse bus came 
along in the early 1900’s.) In March, 1898, when 
I was a very green ambulance surgeon, we dashed 
on an emergency call to Exchange Place where 
the then new Post Office building stood. On ar- 
rival, no excitement, no crowd, only a single man 
looking meditatively at nothing. I sprang out and 
spoke to this lonely man. 
“What happened?” Answer—‘A man was hurt.” 
“Where is he?” Answer—‘He’s gone home.” 
“Who sent him home?” Answer—‘“I did!’—at 
which time Sherman’s deep voice remarked, ““Come 
on Doctor.” I—‘*Who sent for the ambulance?” 
Answer, from the man—‘“I did!’ “Don’t you 
know this ambulance is city property?” At this 
point Sherman’s deep voice penetrated my heated 
and a bit tense consciousness. Sherman—‘Comie 
on Doc!” The “Doc” got me and I jumped aboard, 
Sherman driving off. I—‘Who’s that cuss?” 
Answer, ‘‘That’s the Mayor of Providence!” I 
was learning. 

The ambulance, let me say here, was owned, 
financed, etc., by the City of Providence, though 
it was known as the Rhode Island Hospital 
Ambulance. 

A story bearing on the Crawford Allen Depart- 
ment of the Rhode Island Hospital may be of 
interest to those who have not heard it. 

In the spring of 1904, Bert Garland, a college 
mate of mine, whose father founded CoLvier’s 
Magazine, called on me at my office here in Provi- 
dence. He said, “You know I’m settling on 
Prudence Island and I am interested hereabouts. 
In a magazine I saw an article on the outdoor care 
of children with bone tuberculosis and I thought 
I might offer a waterfront house on my place on 
Prudence Island for the care of such patients. 
I'll pay for this summer season, if you can tell 
me how to go about it here in Rhode Island.” I 
spoke to him of the Rhode Island Hospital’s Chil- 
dren’s Department and Bert suggested that he and 
I go to New York for a few days to look up the 
Cooney Island home for such patients. This we did 
and got some ideas which we took to Doctor 
Peters and the Rhode Island Hospital Trustees. 
Doctor A. H. Miller, budding orthopedist at that 
time, was called in to consult on the problem facing 
us. Bert’s farmhouse on Prudence Island was found 


useful 
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inadequate for our purpose, but an unused small 
hotel at the north end of Conanicut Island proved 
suitable for the summer quarters of twenty to 
twenty-five orthopedic tuberculous cases, all of 
them children, as I remember. Doctor Miller was in 
charge and did a fine job. The results of the sum- 
mer proved excellent and showed the value of 
out-of-doors environment, with graduated exer- 
cises, salt bathing, etc., for those crippled patients. 
This house was supported entirely by Bert Garland 
who offered to extend his charity for another year, 
but it was found unnecessary to call upon him, 
as the following season Mrs. John Carter Brown 
presented her summer home, the John Carter 
Brown Memorial, to the Rhode Island Hospital 
for the same purpose. To Bert Garland, and his 
kindly thought and action, is due in part to per- 
haps the great and useful department so generously 
established by Mrs. Brown. The Crawford Allen 
Memorial Hospital, at Potowomut, near East 
Greenwich, Rhode Island, opened June 25, 1907. 
This former country and seashore estate of Mrs. 
John Carter Brown was given by her to the Rhode 
Island Hospital as a memorial to her father, to aid 
in the treatment of sick, helpless and crippled chil- 
dren during the hot summer months. 

In September, 1898, at the end of our war with 
Spain, about one hundred twenty-five ill United 
States soldiers, from the military hospital at Mon- 
tauk Point, Long Island, were sent for convales- 
cence to the Rhode Island Hospital and some to 
St. Joseph’s Hospital. This project brought to 
Doctors George L. Collins and the writer an ex- 
perience not to be forgotten by them and perhaps 
of some interest now to you. Briefly, Mr. Richard 
S. Howland, editor of THE PROVIDENCE JOURNAL, 
having heard that the patients at Montauk 
Point were not living in much luxury, the 
weather being very hot, decided to send them 
a consignment of non-alcoholic drinks as well as 
some food delicacies. He chartered the tug 
Gaspee, and requisitioned from the Rhode Island 
Hospital, Doctors George L. Collins, visiting 
surgeon, and Halsey DeWolf, one of the surgical 
interns. The tug, loaded to the gunwhales with 
every conceivable variety of temperance drink, 
sandwiches, fruit, and plenty of ice set sail for 
Long Island. 

Fog delayed our arrival for several hours and 
when we reached Montauk Harbor we found a 
tragic picture at the railroad station. The sick 
and a few wounded of an Ohio Regiment were 
under orders to meet a train especially equipped 
and listed to transport them directly to points in 
their home state. This train was to be ready in the 
early morning, at the Montauk Station five miles 
from camp, but was delayed—the cause we never 


knew. Without waiting for its arrival the Ohio 
concluded on page 101 
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OLD RHODE ISLAND HOSPITAL 
concluded from page 100 

Regimental officers began sending the sick in 
ambulances over the five mile drive, to the rather 
small country station. It was a pretty tough situ- 
ation, men with high temperatures (due prob- 
ably to typhoid or malaria, both of which were 
prevalent in that war) lying or sitting on station 
benches or on the floor, with nothing to eat and 
not too much water to drink. It was a blistering 
hot cloudless day, and apparently little to do about 
it but await the train. There were several brighter 
touches, however; the sincere and frequent ex- 
pressions of gratitude to us for the little we could 
do, give them cool drinks or feed them sandwiches. 
No one died, although several were very ill and 
poor risks. The one and only consolation in the 
situation lay in the fact that Collins and I met 
several of the regimental officers who, here at the 
waterfront, were out of military bounds. I being 
young and junior, kept my mouth shut (a rare 
habit) and stood by only to listen and cheer. 

We sought out the medical officer in command 
of the operation, who wasn’t at the station long, 
though long enough for Doctor Collins to tell him 
in strong and profane language his personal 
opinion of him. Since we were outside of the 
official military limits Doctor Collins spoke freely, 
while the officer preserved a discreet silence. Even 
I, who was accustomed to Doctor Collins and his 
free speech when he was irritated, was astounded 
and proud of all the awful words he knew and 
the skill with which he wove them together over 
and above the head of that officer. I cite this story 
chiefly to bring out the truth that war, then as 
now, is hell! 

The only bright spot in the day Doctor Collins 
and I spent at Montauk Camp was a close-up view 
of Theodore Roosevelt and his Rough Riders. 
When we escaped from our activities at the depot, 
an hour’s visit took us through the encampment 
—the troops being returned from Cuba and San 
Juan Hill; Roosevelt with two or three officers 
in front of his tent, he talking loudly and vigor- 
ously, they, as we guessed, pretty silent listeners. 

During the week following this experience two 
trips from Providence to Montauk by a Narra- 
gansett side-wheeler steamboat brought the 125 
sick and wounded soldiers to the Rhode Island 
Hospital and to St. Joseph’s. They were housed 
In a tent or tents, put up on the site of the present 
service building and its adjacent parking lot. The 
majority were suffering from malaria and a few 
from typhoid fever. 

This sketchy picture of a past age may have 
one virtue or one lesson; it may illustrate vividly 
the enormous strides our profession has made in 
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the period of time from its innocent and it is fair 
to say semi-ignorant past, to its vigorous and posi- 
tive attitude today. 

You all know the positive present and even we 
of that rather passive past grasp the force and 
power of the present-day art of healing, with its 
laboratories, technical devices, new drugs, daring 
operations on head, lungs, heart and abdominal 
viscera. Modern medicine is making the blind to 
see, the deaf to hear, the lame to walk, and the 
mentally handicapped to return to right thinking. 

Surely we are living in a marvelous era and 
are looking forward to a still more splendid future 
for this healing art of ours. To reach this present 
state the old Rhode Island Hospital and its per- 
sonnel have contributed largely and according to 
their lights played their part nobly. The medical 
picture of today and tomorrow, particularly as 
you younger men see and contribute to it, is bright 
indeed for the world. Who can doubt that this 
great new hospital, now risen in our midst, will be 
a potent factor, as was the old Rhode Island Hos- 
pital for 100 years’ past, in the expansion of 
medical knowledge, the perfection of treatment 
and the relief of human distress. 

We oldsters have known much of the past and 
are glimpsing the present. We say good luck to 
you younger men for the brilliant future, as we 
all welcome The Big Change. 





SELECTIVITY OF TREATMENT 
IN PSYCHIATRIC PATIENTS 
concluded from page 97 


the procedure and the test is thus far the only 
helpful one in aiding the psychiatrist to prescribe 
physiological treatments on a scientific basis. 

(6) Ina series of 500 patients—each of whom 
presented a problem as to which type of therapy 
would afford the best results, 83% gave clear in- 
dications of the procedure to follow. The remain- 
ing 17% (in one group) constituted the shock- 
resistant—or “hard care” type of patient. 

(7) Having now a facility in our hands which 
will enable us to determine specifically the physio- 
logical treatment for each individual who shows 
his own selective susceptibility to treatment, we 
can confidently treat the larger group of our 
patients. 

(8) The extension of the hypothesis of Gell- 
horn and the results of the Funkenstein test, to 
include those who show limited or no potential for 
recovery under the usual somatic therapy, leaves 
a clear field for further research into these physio- 
logical findings. In the inaccessible types of 
patients with refractory disorders, perhaps phar- 
macological psychotherapy may offer promise of 
being the method of choice, for the treatment, as 
presently available, fails to insure satisfactory 
response. 
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ATHEROSCLEROSIS — THE PRICE OF PROSPERITY ? 


geht oF the causes of death in the United 
States shows that atherosclerosis is the “num- 
ber one killer” in this country. The numerous and 
detailed investigations of the subject along clinico- 
pathological, clinical research and epidemiological 
lines have begun to bring to light definite infor- 
mation which can be correlated and interpreted, 
and which point to valuable conclusions. Now, at 
long last, the physician can do more for his patient 
than to signify that the “hardening of his arteries” 
is an inevitable result of the passage of time. 

On the biochemical side, it has now been shown 
that the development of the condition is definitely 
associated with disturbances in the metabolism of 
cholesterol, lipids and lipoproteins. In patients 
with disease of the coronary arteries in particular, 
levels of cholesterol, lipids and beta-lipoproteins 
are higher than in normal individuals. 

When these observations are considered, in the 
light of studies of the incidence of coronary athero- 
sclerosis among the inhabitants of various parts 
of the world, it has become clear that the condition 
occurs most frequently in countries which are pros- 
perous and the diet of whose population contains 
a high proportion of animal fats. Of these, the 
United States is the leader in animal fat ingestion, 


in atherosclerotic coronary disease and in financial 
prosperity. In other areas where the population is 
accustomed to live on vegetables, vegetable oils, 
fish and fish oils, the incidence of atherosclerosis, 
and particularly of coronary disease, is low. Such 
populations are, for example, those of Guatemala, 
Japan and the Bantu people of South Africa. 
Eskimos have been mentioned as people whose 
fat intake is high; but one interesting study has 
demonstrated that those who live on fish and fish 
oils tend to be relatively free of atherosclerosis, 
whereas inland groups who live to a great extent 
on caribou and other forms of fat meat do not. 
In this connection the work of a former Russian 
professor of medicine, now a resident of Rhode 
Island, may be mentioned. He conducted a very 
extensive study of people over 90 years of age, 
many of whom were over 100 years, and showed, 
among other things, that these people, most of 
whom were Ukranian peasants with, presumably, 
a low animal fat diet, were relatively free from 
atherosclerosis despite their great age. 

It appears that the vegetable and marine oils, 
most of which are high in their content of un- 
saturated fatty acids, do not tend to raise the level 
of plasma cholesterol and beta-lipoprotein but ac- 
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tually tend to depress it. ‘Hard fats,” on the other 
hand, such as the fat of meat, butter and the like, the 
melting point of which is higher and which contain 
much more of saturated fatty acid, have the 
opposite effect. 

These alterations of cholesterol, lipid and beta- 
lipoproteins in the blood have been demonstrated 
both in animals and in human volunteers. In 
humans, tests have been carried out on people 
from populations which normally have low blood 
values for these substances (Bantus) and others 
whose fat intake is relatively high, and who already 
had shown evidence of coronary disease (South 
Africans of European derivation). Other studies 
have shown an apparent decrease in the incidence 
of death from coronary or cerebral arterial disease 
in Americans who have followed a diet low in 
“hard fats’ as compared to others who did not 
follow such a diet. 

Unfortunately, some of the producers of food 
products have altered certain vegetable oils by a 
process of hydrogenation, which decreases their 
content of unsaturated fatty acids and makes them 
comparable to animal fats. An example is the al- 
teration of peanut oil in peanut butter. From 
this point of view, it would certainly be helpful 
if lists could be made available that would show 
the nature of the various fat products as to un- 
saturated fatty acids that are used in the diet of 
Americans for the help of the physician in practice. 

It is, of course, true that diet is only one factor 
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in the production of atherosclerosis. Among others 
are heredity, sex and decreased physical activity. 
Of these, the first two are out of the control of 
the individual. Lack of exercise, however, is a 
probable cause of an increased tendency to this 
condition, which can be controlled. Also, certain 
infections and various metabolic and endocrine 
abnormalities, particularly diabetes, are very im- 
portant. The sex factor has long been recognized, 
and it seems definite that the relative freedom of 
women during the child-bearing period is due to 
their supply of estrogens, which decrease the 
amount of beta-lipoprotein in the plasma. The use 
of such substances to reduce the incidence of 
coronary disease in males, however, produces 
effects that make it understandably unpopular. 

Despite the existence of these non-dietary fac- 
tors, it appears that they are less important than 
the factor of “hard fat” ingestion. (A male Bantu 
is said to have a lower blood cholesterol than an 
American woman in the child-bearing period.) It 
is a comfort, then, to realize that now we have 
information that seems to lead to the conclusion 
that, just as the diabetic can lengthen his life by 
diet and insulin, so the aging population of our 
country, by a bit of selective dieting—which will 
not, it must be admitted, be without the element 
of self denial—can extend the expectancy of life 
and avoid one of the major calamities of late 
middle and old age. 


THE FOREIGN-TRAINED PHYSICIAN 


bi; PRESIDENTIAL ADDRESS of Doctor Robert 
k. Baldridge, of the Providence Medical As- 
sociation, deserves more than casual consideration. 
The first impression that a reader may gain from 
this thoughtful presentation of a very timely sub- 
ject might be that a very unhealthy situation exists, 
- that the bars should be raised against foreign- 
trained doctors in general, and that those from 
medical schools which have not been evaluated by 
the Council on Medical Education and Hospitals, 
in particular, should be rigidly excluded. Un- 
fortunately, such an impression has been created 
in the minds of a number of well-trained and 
capable physicians educated abroad who are now 
on duty in several of the community hospitals of 
this state. 

A more careful consideration of Doctor Bald- 
ridge’s address, however, shows that he is dealing 
with recorded facts and reasonable inferences 
drawn from them, and that his basic attitude is a 
fair and a liberal one. No one can reasonably take 
exception to the idea that the American public 
should not be exposed to the attentions of poorly 


trained physicians, be they of foreign or American 
origin, This, of course, means that the same stand- 
ard of competence should be applied in the licens- 
ing of all physicians, whatever their origin. He 
points out, furthermore, that many of the phy- 
sicians who come to America from abroad have 
had superior training, and that regulations which 
excluded them would be most undesirable. 

There are three groups of foreign-trained phy- 
sicians which Doctor Baldridge discusses. These 
are: (1) Those citizens of other countries who 
enter the United States for graduate training and 
return to their homelands to continue their careers. 
These people come on student visas, which require 
their return to their own countries. An exchange 
of students in which these physicians participate 
and which is a two-way affair between the United 
States and other nations is wholly advantageous 
and does not involve licensure and practice. (2) 
A second group is composed of those physicians 
trained outside the United States and Canada, 
citizens of their countries of origin, who, from 


necessity as refugees, or else from choice, come 
concluded on next page 
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to this country with intent to remain and enter 
practice. (3) The third group comprises those 
American citizens who have obtained their medical 
education abroad. 

That a number of physicians of the last two 
groups who have had inferior training, have served 
in poorly controlled hospital internships and have 
been licensed to practice medicine without coming 
up to acceptable standards, must be admitted. As 
Doctor Baldridge points out, however, the rigid 
exclusion of all physicians in these two groups 
would by no means be justified. The problem is to 
distinguish more accurately between those who 
have and those who have not the qualifications to 
make them acceptable. It is clear that the attempt 
to classify foreign medical schools has not suc- 
ceeded. The plan of setting up a comprehensive 
screening examination which will evaluate each 
physician, regardless of his medical school, holds 
out the hope of a much more adequate differenti- 
ation between physicians who are and who are 
not acceptable by American standards. It is to be 
hoped that this screening examination will be gen- 
erally accepted by state licensing boards. In addi- 
tion, it is greatly to be desired that such obviously 
harmful regulations as the one which allows Rhode 
Island physicians who have been trained in medical 
schools of substandard grade to be considered for 
licensure solely on the ground of citizenship in this 
state, and thus would tend to permit incompetence 
in the treatment of our citizens, so long as it is 
native-born incompetence, should be eliminated. 

In considering the idea which Doctor Baldridge 
expresses, that well-trained physicians should be 
welcomed, one must take into account that the 
practice of medicine in hospitals in this country is 
at present dependent on foreign-trained doctors. 
As was pointed out editorially in the Journal of 
July 1956, more than 14,000 hospital beds in gen- 
eral hospitals in New England are in community 
hospitals not affiliated with medical schools, and 
over half of these are in 36 hospitals of 100- to 
300-bed capacity. This is as many beds as there 
are in all the university affiliated hospitals of New 
England (slightly over 7,000). Of the 192 interns 
requested by these hospitals under the Intern 
Matching Program in 1955, only 33 were obtained 
—and these were not all American trained. But 
adequate hospital care demands interns. These 
hospitals have been forced to accept foreign- 
trained graduates and to select them as best they 
can, or else to revert to an attempt to practice up- 
to-date medicine without interns, which is some- 
thing that the busy attending staffs cannot reason- 
ably accomplish. Community hospitals have been 
criticized for “exploiting” foreign-trained doctors 
as interns and giving them no training ; this criti- 
cism is by university authorities, whose own afflli- 
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ated hospitals have been guilty of over staffing, on 
that ground that only in their hospitals can really 
adequate training be given. The fact is that the 
community hospitals of the country, almost with- 
out exception, are improving their training pro- 
grams for interns and residents and are offering 
to their house staffs an experience which, in many 
ways, can be considered superior, especially in the 
field of general practice, to that which is given 
in the hospitals affiliated with medical schools. 

If, then, we add to the excellent discussion of 
the situation by Doctor Baldridge, the fact that 
hospital practice in our community hospitals is 
dependent on the foreign medical graduate, who 
makes a definite contribution and is entitled to 
adequate training, we see that the problem of what 
to do concerning foreign medical graduates is one 
that cannot be solved by a policy of exclusion but 
demands a satisfactory method of selection. It is 
to be hoped that the plan for a comprehensive 
screening of foreign-trained physicians, in the 
development of which the Federation of State 
Medical Boards has taken a prominent part, will 
be acceptable to the licensing bodies in the various 
states, and that the hospitals will cooperate by 
using the results of this screening test as essential 
criteria in their selection of interns. 
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The efficacy of Rolicton (brand of amiso- 
metradine) in maintaining diuresis in the ede- 
matous patient has been established on an 
average dosage of one tablet b.i.d. Larger 
doses may be given as initial therapy and as 
maintenance therapy in edema difficult to 
control. Many patients will respond to one 


tablet daily. 

“The margin of safety and the diuretic index is 
certainly an improvement over the use of oral mer- 
curial diuretics.”! 


Avoiding “Peaks and Valleys” 

A highly desirable effect, and one which 
has been made possible with Rolicton, is the 
maintenance of continuous diuretic effective- 
ness day after day over an extended period, 
to avoid the up-and-down weight pattern 
typical of other edema-control methods. 


FOR A “DRY” CARDIAC PATIENT... 


The glomerulus is invested in the lam- 
ina densa which is continuous with 
the basement membranes of the outer 


capsular epithelium. 


Illustration by Hans Elias 


Rolicton’ Diuresis Maintains 
Continuous Edema Control 


“There was an obvious stabilization of weight 
in practically all of the patients under observation, 
and previous wide fluctuations in poundage disap- 
peared.”2 


Mercury-Sparing 

Typical of the Rolicton diuresis pattern is 
the ability of the drug to reduce and, in a 
large percentage of patients, to eliminate the 
need for mercurials parenterally. 

“... the drug represents a most useful addition 
to our armamentarium in the treatment of edema, 
not only because it can be given orally .. . but more 
so because it permits [us] to replace or to spare the 
. +. mercurials.”3 


G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 


1. Asher, G.: Personal communication, June 23, 1956. 

2. Settel, E.: A Clinical Evaluation of a New Oral Diuretic, 
Rolicton, Postgrad. Med., Feb. 1957, in press. 

3. Goldner, M. G.: Personal communication, June 29, 1956, 
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Have you seen these latest facts 
on the cost of medical care? 


DUT OF EVERY DOLLAR oF DISPOSABLE INCOME «a 
4 ‘ ad 


FROM EACH MEDICAL CARE DOLLAR 
LESS GOES FOR PRESCRIPTIONS 


se YET, NEW DRUGS HAVE GREATLY LOWERED 
-¢ DEATH RATES FOR MANY DISEASES 
. Today s death rate compared with 20 years a; 
Pwcuone LESS TIME 1S SPENT IN THE HOSPITAL 


RHEUMATIC 


ee \ = (: 
eda 12.5 92 | 
APPENDICITIS. DAYS pays } 


Days spent by average hospital patien 





These are some of the reasons 


why today, more than ever before, AND WE LIVE LONGER 


prompt and proper medical care 1939 GAP YEARS 


may well be one of the TookY 70.1 YEARS 





Average life span 
biggest bargains of your life! e 


cht he, Davis & Company 


PARKE, DAVIS & COMPANY 


Makers of medicines since 1866 Detrort 32,Michigan 








FEBRUARY, 1957 


Many of your patients, Doctor, are among 

2 pealth the millions of people who have seen this 

pod ay? newest Parke-Davis advertisement on the 
cost of today’s more effective medical 

care. We believe that this sensible-talking ad 

—the latest in a continuing P-D series appear- 

ing in LIFE, TIME, SATURDAY EVENING POST and 


The Satutday Evening TODAY'S HEALTH—dramatically confirms our year- 


{ ) Aid A long public service message to your patients: 
N “»rompt and proper medical care may well turn out to 
be one of the biggest bargains of your life’ 


You may be assured that Parke-Davis national adver- 


5 


tising will continue to be in our mutual best interests . . . designed to give your 


a patients a better understanding of costs and a clearer appreciation of the effec- 
tiveness of modern medical care. PARKE, DAVIS & COMPANY, Detroit 32, Michigan. 
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A COMPARISON OF OPEN WITH CLOSED GASTROJEJUNAL 
ANASTOMOSIS IN SUBTOTAL GASTRECTOMY* 


RICHARD KEy MEAD, M.D. 















The Author. Richard Key Mead, M.D., Surgical 
Intern, the Rhode Island Hospital. 





tigers PURPOSE of this paper is to compare open 
with closed gastrojejunal anastomosis and sub- 
total gastric resections with respect to operative 
and postoperative courses. 


Selection of Cases 


In order to insure as close a correlation as pos- 
sible between the two groups, all the cases were 
selected as follows: 

All cases were private patients in the Rhode 
Island Hospital undergoing subtotal gastrecto- 
my for benign peptic ulcer. At the time of oper- 
ation, no patient had any known obstruction, 
perforation, or medical or surgical complication 
which might affect the subsequent course. Al- 
though a few patients in each group had severe 
hemorrhage before operation, bleeding was con- 
sidered well controlled in all patients before the 
operation was performed. No emergency oper- 
ations were included in the study. 


(1) OPEN ANASTOMOSIS: Twenty-five 
cases of each of three surgeons were studied, be- 
ginning with December 1955, and working retro- 
gressively until the required number of cases had 
been assembled. The earliest case in this group 
was March, 1951. Three of the cases did not meet 
the criteria of the study and were eliminated, leav- 
ing a total of seventy-two cases. 

(2) CLOSED ANASTOMOSIS: Only one 
surgeon at the Rhode Island Hospital employs 
closed anastomosis. In order to obtain a statistically 
significant number of cases, all recorded patients 
of this surgeon from April, 1947 to August, 1956 
were included in the study. There are a total of 
fifty-two cases in this group. It should be noted 
that the discrepancy in dates between the two 
groups may introduce a possible error into the 
statistical analysis of the cases. 

The similarity of the cases up to the time of 
operation can be seen in Table I. 


*Presented at the Second Surgical Conference, at the 
Rhode Island Hospital, December 21, 1956. 





TABLE I 


Preoperative comparison of the two groups 
Open Closed 
Po ccapeiucntonnann 51.6 48.6 
ee oe... 5.3 5.1 
Transfusions. ................. 0.40 0.40 
Hemoglobin... 13.6 14.0 


Thus, in the preoperative period, there were no 
statistically significant differences between the two 
groups. 


Results 

The definitive analysis will be considered in 
two parts: operative and postoperative periods. 

(1) OPERATIVE: The average operation in- 
volving open anastomosis took 3.0 hours, com- 
pared to 2.8 hours for closed. 0.79 pints of blood 
were given during the course of the average open 
procedure ; 0.73 pints during closed. During one 
operation in each group, the splenic capsule was 
inadvertently ruptured, requiring splenectomy 


(Table IT). 


TABLE II 
Comparison of operative periods of the two groups 
Open Closed 
TR 3.0 28 
Transfusions 2.000000... 0.79 0.73 
Table III shows the procedures which were per- 
formed concomitantly. 





TABLE III 
Concomitant Operations 
Open Closed 
Hiatus Hern. ....... s 1 0 
ae a eee 1 0 
Chstecyetect..... 2... 7 3 


Thus, again, there is no statistically significant 
difference between the two groups. 

(2) POSTOPERATIVE: The average post- 
operative stay for patients with open anastomosis 
was 12.3 days, compared to 9.4 days for those 
with closed anastomosis. This difference is signifi- 
cant statistically, as the observed difference is three 
times its standard error (P=0.003). 

The average patient with open anastomosis re- 
quired 0.11 pints of blood postoperatively, com- 
pared with 0.29 pints for closed. This difference 
is not significant, as the observed difference is 
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only 1.5 times its standard error (P=0.13). The 
average postoperative hemoglobin was 13.0 grams 
for open, 12.7 grams for closed (Table IV). 


TABLE IV 
Comparison of Postoperative Courses 
Open Closed P* 
9.4 0.003 
0.29 0.13 
12.7 


Duration 
Transfusions . 
Hemoglobin 
*(P = statistical probability.) 
Table V shows the complications encountered 
during the postoperative courses. 


TABLE V 
Postoperative Complications 
Open Closed 
\Vound 
Infection 


Dehissance 


Gastrointestinal 
Hemorrhage 
Leakage Duod Stump 
AeSIONS .0....cocscsscsesssscsees 


Pulmonary 
Pneumonia 
Atalectasis. .................... 
PUMBONIS ec. anans 


Totals 
(P for total group was 0.30.) 
*This was the only mortality in either group. 
None of these differences was statistically signifi- 
cant. 

Further studies were made of the postoperative 
temperatures of the two groups of patients. Both 
the number of patients with fever, and the total 
number of temperature days were recorded for 
each group. Separate records were made of tem- 
peratures of 101-102° and those over 102°. These 
results are shown in Table VI. 


TABLE VI 
Comparison of Postoperative Temperature Levels 
Open Closed P 
101 to 102 
33% 0.10 
0.64 


48% 
0.69 


21% 13% 0.30 
0.33 0.18 0.13 


It may be seen that none of these differences is 
statistically significant. 

Thus, in the entire hospital course, the only 
statistically significant difference between the two 
groups is the length of postoperative hospitaliza- 
tion, 


ae 
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SUMMARY 


124 cases of subtotal gastrectomy for benign 
peptic ulcer have been reviewed. Of these cases, 
an open gastrojejunal anastomosis was performed 
in 72 cases, and closed in 52 cases. 

The preoperative courses of the two groups 
were compared with respect to duration, age of 
patient, date of operation, transfusions, and hemo- 
globin level. 

The operative courses were compared with re- 
spect to duration, transfusions, and concomitant 
procedures. 

The postoperative courses were compared with 
respect to duration, transfusions, hemoglobin 
level, and complications. 

It was found that the only statistically signifi- 
cant difference between the two groups was the 
length of postoperative hospitalization, which was 
shorter in the group with closed anastomosis. 
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THE GRIEVANCE AND DEFENSE COMMITTEE 


FRANCIS B. SARGENT, M.D. 








The Author. Francis B. Sargent, M.D., of Providence, 
Rhode Island. Chairman, Committee on Medical 
Defense and Grievance of the Rhode Island Medical 


Society. 





ome FUNCTION of the Grievance and Defense 
Committee of our Society is twofold, as the 
title implies. In the area of grievance, complaints 
against physicians are respectfully and promptly 
entertained. Neglect, inhuman treatment and over- 
charging are the most common complaints. 

A typical case is the following : A young married 
woman, age twenty-six, had an appendectomy. 
The young and able surgeon who performed the 
operation submitted a bill for $200, in addition 
to the Physicians Service allowance. When the 
patient’s husband went to see the surgeon to argue 
for a reduction of the bill the doctor refused to 
talk with him. The patient became highly indignant 
and wrote to the Grievance Committee giving his 
opinion of surgeons in general and his wife’s sur- 
geon in particular. It became our job to explain 
to him belatedly that (1) he was over-income un- 
der the Physicians Service income plan and the 
surgeon was within his rights in rendering a bill; 
(2) that his wife’s doctor had spent five years in 
residency to perfect his surgical skill; and (3) 
that because of this skill his wife’s operation had 
been successful and recovery rapid. How much 
better for our public relations it would have been 
if some such argument had been advanced by the 
surgeon himself and a compromise arrived at if 
prudence so dictated. 

In the area of more anxious concern is the in- 
creasing number of suits instituted against mem- 
bers of our profession on a country-wide basis. 
Malpractice suits have increased three hundred 
per cent in five years and the incidence is still ris- 
ing. This is not due to the popular belief that doctors 
are “filthy rich.” In England where the profession 
is pitifully underpaid under the National Health 
Act, suits have increased five hundred per cent in 
seven years. Apparently the change in the public 
attitude toward the profession is widespread. In 
our country the leading states for professional 
liability suits are California, New York and Ohio. 

In some other states a suit-minded population 


makes the use of certain procedures, such as spinal 
anesthesia, unwise and perilous. For a time it be- 
came impossible to obtain professional liability 
coverage in some areas of Florida. The situation 
was saved by the action of the state medical society 
along obvious lines—a state medical society spon- 
sored insurance program and appropriate action 
against doctors whose livelihood depended on their 
testimony against defendant doctors in malpractice 
suits. 

The importance of good records is obvious. 
When evidence of dissatisfaction appears in a 
patient’s attitude, care and completeness in writ- 
ing his record becomes a must. Emphasis on such 
details as the failure of the patient to follow in- 
structions becomes important. Review hospital 
records which may have been written by an in- 
tern. Do not erase. It is better to rewrite a whole 
page if information thereon is incorrect and detri- 
mental. 

In some areas shyster lawyers, temporarily short 
of clients, scan hospital records for evidence of 
error on the part of attending physicians. A vari- 
ation of this practice is appearing here. Hospitals 
must take measures effectively to prevent stran- 
gers from gaining access to the record library. 
There is a suit pending now on the west coast 
where a cardiac surgeon, through no fault of his 
own, is facing a $500,000 suit because his resident 
wrote a poor record. Remember that if you men- 
tion improper hospital equipment, you and not the 
hospital are subject to a suit for negligence. Many 
malpractice suits are started because some of us 
talk too much. Careless criticism of another phy- 
sician’s treatment has started many malpractice 
actions. A physician may spark a suit against 
himself by talking too freely to the wrong sort 
of person. Beware of the unduly grateful and con- 
fiding patient, particularly a female. 

In any procedure involving tissue destruction 
or unusual risk, obtain the consent of the patient 
and his family. 

Do not guarantee results. 

Do not sue for an overdue bill until the statute 

of limitations rules out a malpractice action. 

Do not give a note to a patient for another doc- 

tor containing anything more than the doctor's 

address. 





FEBRUARY, 1957 


In hospital practice consider your responsibility 
for the acts of others. Be careful to whom you 
delegate work. 


When sued: Do not talk to the patient or his 
lawyer. Notify immediately your insurance carrier 
and the Defense Committee of the Medical So- 
ciety. Go over your records on the case. 

The report to the Defense Committee is im- 
portant for two reasons. First, the chairman will 
know whether immediate defensive action is in- 
dicated or whether to await further developments. 
Secondly, it is important to demonstrate our group 
solidarity to insurance companies and to the legal 
profession in general, and to insurance adjusters 
and suing lawyers in particular. 

With a suit-conscious public and nervous insur- 
ance carriers, our program needs the cooperation 
of every physician, The individual physician should 
not consent to a nuisance settlement. Such a prac- 
tice will encourage malpractice suits and thereby 
severely curtail the employment of many useful 
and life-saving procedures in medical and surgical 
practice. Our State Medical Society insurance 
program, with its committee working at a local 
level with local insurance people, will be of great 
help by emphasizing the need of adequate per- 
sonal liability insurance and by making such cov- 
erage possible for our members. 

Your Defense Committee has no certain knowl- 
edge of the extent of the losses sustained by com- 
panies writing professional liability insurance in 
Rhode Island outside of our group plan, but it is 
probable that our comparatively low professional 
liability rates are higher than justified by our 
losses. Nevertheless, a rise in rates is possible. In 
other states the loss ratio is not so favorable. 

According to NEWSWEEK five thousand cases 
are being tried each year. The doctor loses the case 
about twenty-five per cent of the time, although 
any voluntary negligence on his part is seldom 
evident. 

Following is a summary of a case copied from 
a western journal: The plaintiff was a fifty-four- 
year-old man who for a year had been having 
circulatory difficulty in both legs. The condition 
had not responded to conservative treatment by 
an internist, who referred him to a specialist in 
vascular surgery. The doctor examined the patient 
and found complete absence of arterial pulsations 
from the femorals down. The patient had other 
signs of obstruction in his aorta and the vascular 
surgeon referred the plaintiff to the hospital for 
turther study. The plaintiff claimed that he under- 
stood he was entering the hospital merely for 
X rays. In the hospital, the resident in surgery ex- 
amined the patient and ordered X rays of the 


chest and abdomen. Two days later, the patient 
concluded on next page 





is only half 
the answer! 


A bed board can only prevent a 
box spring from sagging; it cannot 
correct the mattress. Here’s why: 


Soft mattress and box spring sags—giving 
improper support. 


With bed board added, mattress still sags, spine 
is still distorted. 
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The complete answer to correct support: Only the 
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with Orthopedic surgeons —adjusts the body to 
comfortably correct sleeping posture. 
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WRITE TODAY for information on professional 
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was taken to the X-ray department. The vascular 
surgeon, soon to become the defendant doctor, was 
present but left after a moment or two. The patient 
was given an anesthetic by an anesthetist, and a 
resident in surgery inserted a sixteen gauge needle 
into the aorta. Thirty ce of sodium urikon was 
injected through the needle and a series of films 
taken. The films were examined and after a con- 
sultation between the resident and the radiologist, 
it was decided to inject an additional twenty cc 
without changing the position of the needle. The 
patient went to his room in good condition but at 
5:00 a.m. the next morning, the patient was found 
to be completely paralyzed from the umbilicus 
down. He had a transverse myelitis, permanent 
in nature. The patient sued the vascular surgeon 
and the hospital. 

At the trial, the cause of the paralysis was not 
established. The defendant doctor had performed 
more than fifty such aortagrams without any un- 
favorable complications. Two doctors testified that 
there had been an occlusion of the blood supply 
to the spinal cord, resulting in necrosis of the cord. 
There was no testimony that standard practice had 
not been followed by the hospital, its employees or 
the defendant doctor. Nevertheless, the doctrine 
of res ipse loquitur was invoked and the case went 
to the jury. The jury rendered a verdict against 
the defendant doctor and the hospital in the sum 
of $250,000. This was reduced by the court to 
$215,000, and the case was appealed by both 
defendants. 

It would appear that the court ruled that doc- 
tors must underwrite the employment of ad- 
vanced techniques at the risk of financial ruin. 
Doctors in such an area will simply cease to em- 
ploy many life-saving techniques involving a large 
element of risk, and the patient and medical science 
will be the losers. In our comparatively favorable 
medico-legal climate this attitude is difficult to 
understand. Possibly there were careless remarks 
by members of the resident staff and nurses. Per- 
haps the doctor was either too aloof or too over- 
anxious. It seems that it should not have been too 
difficult to convince the patient that this apparent 
accident was due to the natural progress of his 
disease. Even then, if some malevolent colleague or 
cultist in the confidence of the family had inter- 
fered, the most exemplary conduct on the part of 
the doctor, the hospital and the hospital staff would 
not have prevented the suit. At the present time and 
in the foreseeable future, the occurrence of such 
a catastrophe as the above appears impossible in 
Rhode Island. We can keep it that way. 
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*Schwartz, E.: New York J. Med. 
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provides restoration of breathing capacity — Relief of symptoms 
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DISTRICT MEDICAL SOCIETY MEETINGS 





PROVIDENCE MEDICAL ASSOCIATION 
(Annual Meeting ) 

The 110th Annual Meeting of the Providence 
Medical Association was held at the Rhode Island 
Medical Society Library on Monday, January 7, 
1957. The meeting was called to order by the 
president, Doctor Robert R. Baldridge, at 8:30 
P.M. 

Annual Report of the Secretary 

The president reported that the secretary had 
submitted his annual report. It was moved that 
the report be received and placed on file. The 
motion was seconded and adopted. 

Annual Report of the Treasurer 

The president reported that the annual financial 
report for 1956 had been submitted by the treas- 
urer and had been reviewed by the Executive 


THOMAS L. GREASON, M.D. 
President, 1957 
Providence Medical Association 


Committee. It was moved that the report be re- 
ceived and placed on file. 


Presidential Address 
Doctor Robert R. Baldridge delivered his presi- 
dential address taking as his subject, The Problem 
of the Foreign-Trained Physician, A copy of this 
address is made part of the official minutes of the 
meeting. 


Election of Officers for 1957 

Doctor Michael DiMaio, secretary of the associ- 
ation, reported that he had received no counter- 
nominations to the slate of officers submitted by 
the Executive Committee to the membership of 
the Association in advance of the Annual Meeting. 
He therefore moved that the slate as submitted be 
adopted. 

Action: It was moved that the slate of officers 
for 1957 as submitted by the Executive Commit- 
tee be unanimously elected. The motion was sec- 
onded and passed. The slate of officers elected 
were as follows: 

THoMAs L, GREASON, M.D. 

JosepH G. MCWILLIAMS, M.D. 

en ¢, eS aan MicuHaeEt DiMatio, M.D. 

Treasurer Ropert G. MurPHY, M.D. 
Trustee of Medical Library 

|G Renee FRANCESCO RONCHESE, M.D. 
Councillor (2 years )........ FRANCIS H. CHAFEE, M.D. 
Executive Committee 
RoBERT R. BALDRIDGE, M.D. 
JoHNn C. Ham, m.p. 
JosEPpH HINDLE, M.D. 
WicuiaM A. REID, M.D. 


(3 year terms )........ 


House of Delegates: Charles J. Ashworth, M.D.; 
Robert R. Baldridge, M.D. ; Irving A. Beck, M.D.; 
Alex M. Burgess, Jr., M.D.; Bertram Buxton, Jr., 
M.D.; Wilfred I. Carney, M.D.; Francis H. 
Chafee, M.D.; William B. Cohen, M.D.; Michael 
DiMaio, M.D.; William J. H. Fischer, M.D.; J. 
Merrill Gibson, M.D.; Seebert J. Goldowsky, 
M.D.; Thomas L. Greason, M.D.; Stanley Grze- 
bien, M.D.; John C. Ham, M.D.; Hannibal Ham- 
lin, M.D.; Joseph A. Hindle, M.D.; Albert H. 
Jackvony, M.D.; Walter S. Jones, M.D.; Ernest 
K. Landsteiner, M.D.; Joseph G. McWilliams. 


| M.D.; Robert G. Murphy, M.D.; William S. 





socis 
ly § 
Com 
SECI 
tion, 
and | 
an ac 
pose 


socia 
tion, 


DISTRICT MEDICAL SOCIETY MEETINGS 


Nerone, M.D.; Rudolph W. Pearson, M.D.; 
Arnold Porter, M.D.; William A. Reid, M.D.; 
Louis A. Sage, M.D.; William J. Schwab, M.D.; 
James J. Sheridan, M.D., and Daniel V. Trop- 
poli, M.D. 


Introduction of New President 

Doctor Baldridge named Doctors John E.Donley 
and Joseph A. Hindle to escort the president- 
elect, Doctor Thomas L. Greason, to the platform. 
Doctor Greason briefly acknowledged the honor 
accorded him by the membership and he con- 
cluded his remarks by presenting to Doctor Bald- 
ridge in behalf of the Association a gavel suitably 
engraved in recognition of his outstanding leader- 
ship during 1956. 


Reports of Committees 
The president announced that committee reports 
filed with the secretary would be published in the 
Ruope IsLAND MEDICAL JOURNAL. 


Applications for Membership 

The secretary reported that the Executive Com- 
mittee had approved the application and recom- 
mended for election as an active member: Doris 
V. Latham, M.D., 154 Waterman Street, Provi- 
dence 6, Rhode Island. 

Action: It was moved that Doctor Latham be 
elected to active membership. The motion was 
seconded and adopted. 


Award of Membership Certificates 

The president awarded membership certificates 
to the following physicians: Alvin G. Gendreau, 
M.D., sponsored by: Doctors Walter Durkin and 
John Geoghegan; Anna Sandberg, M.D., spon- 
sored by: Doctors Maurice Adelman and Maurice 
Kay; Albert Tetreault, M.D., sponsored by: Doc- 
tors R. S. Bray,and A. M. Burgess, Jr., and Peter 
Volodkevich, M.D., sponsored by: Doctors H. 
Fanger and G. F. Meissner. 


Address by Mr. Kendrick 

Doctor Baldridge introduced to the membership 
Mr. Benjamin B. Kendrick, Life Insurance As- 
sociation of America, Research Associate, former- 
ly Social Security Analyst, U. S. Chamber of 
Commerce, and editor, AMERICAN Economic 
Security, formerly chief of program coordina- 
tion, Social Security Board, Bureau of Old Age 
and Survivors Insurance. Mr. Kendrick delivered 
an address on the subject, Basic Issues in the Pro- 
posed Federal Old Age and Survivors Coverage 
for Doctors. 

A copy of Mr. Kendrick’s address is made part 
of the official minutes of this meeting. 

There was discussion by members of the As- 
sociation of Mr. Kendrick’s outstanding presenta- 
tion. 


Adjournment 
The meeting was adjourned at 10:15 p.m. 
Attendance was 93. 
Collation was served. 
Respectfully submitted, 
MicHaAet DiMaro, M.pd., Secretary 
a 


Annual Report of the Secretary 

As secretary of the Association it is my privilege 
to submit this brief annual report of our activities 
during 1956. 

The Association held seven meetings at which 
scientific lectures were presented which continued 
the excellent pattern of previous years. The at- 
tendance at the meetings has been good and the 
Association is indebted to Doctor Irving A. Beck 
and his Program Committee for the variety of 
interesting topics presented. 

Through its various committees and by the in- 
dividual participation of its members the Associa- 
tion has continued to play a vital role in community 
programs involving the health and welfare of the 
people within the greater Providence district. In 
particular, active support was given to the polio 
vaccine program, the Community Fund program, 
and various activities of community health and 
welfare organizations. 

The Health and Accident program for the mem- 
bers continues as one of the outstanding plans of 
its type in the country. We have noted with inter- 
est that several similar programs in other areas, 
and on a national basis, have been forced to reduce 
benefits drastically whereas the program of our 
Association has expanded and been most  suc- 
cessful. 

Under the direction of the Committee on Enter- 
tainment the Annual Dinner and Golf Tournament 
held at the Rhode Island Country Club on June 6 
was one of the most successful in a long series 
of these events. 

The Medical Bureau of the Association in- 
creased its equipment and its staff as it completed 
its seventh year of operation, and again it demon- 
strated by its work that it is one of the finest man- 
aged secretarial exchanges anywhere in the coun- 
try. Thousands of requests for information are 
channeled through this bureau annually and every 
appeal for a physician for emergency medical 
service has been met. 

The Executive Committee has met regularly 
during the year to carry on the business of the 
Association, to review qualifications of applicants 
for membership, and in general to represent the 
membership in its relations with all the community 
agencies in the area. 


The total membership of the Association at the 
continued on next page 
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end of the year was 656, of whom 64 were associ- 
ate members. 

During 1956 the Association elected thirty-four 
to active membership, two to associate member- 
ship, and one to associate-resident membership. 
Fifteen members resigned from membership upon 
moving out of the district. 

During the year the Association lost the follow- 
ing members by death: Peter Pineo Chase, M.D. 
(April 23, 1956); Edmund D. Chesebro, M.D. 
(November 11, 1956); Anthony M. Feifer, M.D. 
(October 27, 1956); Henry A. Jones, M.D, 
(January 15, 1956); and James S. Moore, M.D, 
(October 1, 1956). 

To the officers, the Executive Committee and the 
various other committees, and the executive staff 
of the Association, I express my appreciation and 
thanks for the assistance given me during the year. 

MicuHaet DiMato, m.p., Secretary 


aK * x 


Report of the 
Committee on Physicians Investment Program 
of the Providence Medical Association 


Many business corporations have group invest- 
ment programs. Payments to these programs are 
tax exempt. The programs are for the purpose of 
retirement, and the individual is taxed only when 
payments from the fund occur. Since a retired 
individual has a lower income, he is therefore taxed 
in a lower income bracket and a definite tax saving 
is provided. Unfortunately, this program is not 
permitted the medical profession, and therefore 
your committee was appointed to investigate the 
possibility of developing some other vehicle for 
our members to invest money for savings and 
retirement purposes. We have had two meetings. 

Two county societies, Fairfield County, Con- 
necticut, and Maricopa County, Arizona, have 
worked out plans to take advantage of the lower- 
ing of the loading fee percentage which is assessed 
a purchaser of Mutual Investment Fund shares. 
This loading fee percentage varies according to 
the amount purchased. The Society acts as an agent 
for the individual, and the loading percentage fig- 
ure is based on the group purchase, which, of 
course, is higher than that of any one individual. 
In these programs the individual takes title to the 
share purchased in his name and reports all divi- 
dends. The amount purchased by the individual is 
entirely his concern. The whole purpose of the 
arrangement is that by group action the loading 
fee is placed into a lower percentage. 

There are many types of Mutual Investment 
Funds. Those selected by the two county societies 
mentioned above are of the balanced type. That is. 
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their portfolio contains stocks, preferred stocks, 
bonds and government securities. There are other 
types of funds which are available. 

Your committee does not approve of this type 
of program. The loading fee even in that per- 
centage bracket is higher than routine brokerage 
fees. The advertising does not mention that there 
is an annual management fee which must be de- 
ducted from the fund’s income before paying out 
dividends. In many instances this fee is excessive, 
averaging over 12 per cent, a higher figure than the 
usual trustee percentage. And finally there is no 
tax saving, for the individual must declare the 
income during the year in which it is received. 
Naturally the individual is now in a high tax 
bracket and that is what we wish to avoid. 

A partial answer to the problem of obtaining 
atax benefit may be achieved through a short time 
or temporary trust. This trust cannot be taken 
on by the Society but only be accomplished by the 
individual. Certain provisions must be met in order 
to obtain the tax benefit. These include the follow- 
ing: 1) the trust must be irrevocable during its 
ic RR Pe is, the owner has no right to with- 
draw securities or alter those provisions during its 
life; 2) the trust must reasonably be expected to 
last ten or more years ; 3) some one other than the 
donor must be the beneficiary. 

Such a trust can be set up to provide a college 
education for a son or to take care of an aged 
parent, and real tax savings will occur. The tax 
on the trust income is paid by the beneficiary, and 
since he is in a lower tax bracket than the donor 
a true savings occurs. Furthermore, if the donor 
provides more than half the care of the beneficiary, 
the donor still keeps his personal $600 individual 
exemption. Upon expiration of the trust, the funds 
revert to the donor who by this time may be in a 
lower tax bracket, or plans a trust in order to be 
so. There are many possibilities for the use of 
this type of trust and the banks are ready and 
willing to inform the individual. 

There are many of us who do not have excess 
funds sufficient to establish a trust of this sort. 
An arrangement is now available by which the in- 
dividual may still set up such a trust and make 
periodic payments into it. The banks now are 
permitted to have what is termed a “common trust 
fund.” Periodic payments may be used by the 
trust to purchase units of this common trust fund 
and in that way the trust will be gradually built 
up. The management fee is roughly nine per cent 
of the income, far less than that charged by the 
Mutual Investment Funds. 

It is pointed out that while payments to the trust 
are taxable, a genuine tax saving still occurs, for 
the income from the trust is taxed at a far lower 


bracket 
continued on next page 
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If the Jenkins-Keogh bills were passed the phy- 
sician would be able to set up benefit funds which 
are tax exempt as are now allowed to other busi- 
ness and professional men. The Committee feels 
that the self-employed physician should no longer 
be singled out and it urges that the Rhode Island 
Medical Society and the American Medical As- 
sociation continue to seek to have this bill passed. 
We therefore recommend that the following resolu- 
tion be presented to the House of Delegates of 
the Rhode Island Medical Society : 


WHEREAS it is universally admitted that tax 
laws at present discriminate against the self- 
employed because they grant tax deferment 
to all officers and employees of a corporation 
which has a pension plan for all payments made 
by such corporation to the plan, and 


IVWHEREAS the Jenkins-Keogh bills are to be 
introduced in Congress again in 1957 to correct 
this serious inequity and permit self-employed 
persons, including physicians, to enjoy the same 
tax advantages that are extended to employees 
under qualified plans established by their em- 
ployer, and 

IWHEREAS the enactment of this legislation will 
contribute to the preservation of the conditions 
under which independence, private initiative 
and self-reliance can be fostered by encourag- 
ing the self-employed individual to plan his 
pension and retirement program which he is 
gainfully employed, 

THEREFORE, BE IT RESOLVED, that the 
House of Delegates of the Rhode Island Medical 
Society initiate immediately an active program 
in Rhode Island to educate its membership, and 
self-employed persons in general, relative to the 
Jenkins-Keogh bills, and that it also urge upon 
the Rhode Island Congressional delegation that 
it support the measures. 

FRANCIS H, CHAFEE, M.D., Chairman 
W. J. O'CONNELL, M.D. 
WitviAM A. REID, M.D. 


* * * 


Providence Medical Association 

A regular meeting of the Providence Medical 
Association was held on Monday, December 3, 
1956. The meeting was called to order by the presi- 
dent, Doctor Robert R. Baldridge at 8:30 p.m. 

The reading of the minutes of the previous meet- 
ing was omitted. 

Doctor Michael DiMaio, secretary, reported for 
the Executive Committee as follows: 

The Executive Committee has approved the 
transfer of membership of Doctor Edward Damar- 
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jian from the Providence to the Pawtucket Medical 
Association, 

The Executive Committee will submit the fol- 
lowing recommendation to the House of Delegates 
of the Rhode Island Medical Society at its meeting 
in January: 

That the Executive Committee of the Provi- 
dence Medical Association does not favor the 
establishment and publication of maximum or 
minimum fee schedules on a state-wide basis 
because of so many problems involved, such as 
local conditions, practice traditions, specialties, 
etc., and therefore it requests the House of 
Delegates of the Rhode Island Medical Society 
to consider and resolve the question of the ad- 
visability of publishing minimum or maximum 
fee schedules on a state-wide basis or by districts. 

+ * + 

In accordance with the By-Laws the Executive 
Committee has prepared and has mailed to each 
member of the Association a proposed slate of offi- 
cers to serve in 1957. Counter nominations must 
be in writing signed by ten members of the Associ- 
ation and delivered to the secretary at least ten days 
prior to the annual meeting to be held on January 
7, 1957. 

The president announced that the committee of 
the Association consisting of Doctors Frank J. 
Honan and Frederic J. Burns has submitted its 
tribute to the late Doctor James P. Londergan, 
and 

The committee consisting of Doctors William 
©. Rice and Irving A. Beck has submitted its 
tribute to the late Doctor Anthony Feifer. 

30th these testimonials become part of the per- 
manent record of the Association. 


Award of Certificates of Membership 
Doctor Baldridge presented certificates of mem- 
bership in the Association to the physicians elected 
at the November meeting, and he expressed his 
appreciation to the physicians sponsoring the new 
members who were in attendance at the meeting. 


Election of New Members 

The secretary reported that the Executive Com- 
mittee recommended for election the following 
doctors: Alvin G. Gendreau, M.D., 311 Angell 
Street, Providence, endorsed by Doctors Walter 
Durkin and John Geoghegan; Anna Sandberg, 
M.D., 17 Edgehill Road, Providence, endorsed by 
Doctors Maurice Adelman and Maurice Kay; 
Albert F. Tetreault, M.D., 43 Elmgrove Avenue, 
Providence, endorsed by Doctors Russell S. Bray 
and Alex M. Burgess, Jr.; and Peter Volodkevich, 
M.D., Rhode Island Hospital, Providence, e- 
dorsed by Doctors Herbert Fanger and George 
F. Meissner. 
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PROVIDENCE MEDICAL ASSOCIATION 
concluded from page 118 
And for Associate-Resident membership the 
Committee nominates: Robert Arthur Brogan, 
M.D., Bradley Home, Riverside. 
Action: It was moved that the nominees for 
membership be elected. The motion was seconded 
and adopted. 


Scientific Program 

A motion picture in sound prepared for national 
closed television presentation by the Smith, Kline 
and French Laboratories on the subject Mind and 
Medicine was shown. 

After the completion of the film the general 
subject of mental health and its present-day man- 
agement was ably discussed by Doctors D. Fish, 
D. Coppolino, H. Williams and William Hughes. 

The meeting adjourned at 11:05 p.m. 

Attendance was 115. 

Collation was served. 

MicuHaet DiMato, M.v., Secretary 
KENT COUNTY MEDICAL SOCIETY 

A meeting of the Kent County Medical Society 
was held on December 12, 1956, at which the fol- 
lowing officers were elected for the year 1957: 
President 
Vice President 
Secretary 
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Delegates Peter C. H. ERINAKES, M.D, 
RussELt P. HAGER, M.p. 
Councillor seo ARTHUR E. Harpy, M.p, 
Alternate Councillor JosepH C. KENT, M.p, 
fe GeorGE B. FARRELL, M.D, 
JoserH C. KENT, M.D. 
JoserH E. Wirtrtic, Mp, 


Respectfully submitted, 
PauL E. BARBER, M.D., Secretary 


PAWTUCKET MEDICAL ASSOCIATION 

A dinner meeting of the Pawtucket Medical 
Society was held at the Lindsey Tavern at 6:30 
p.m. on Thursday, November 29, 1956. Dr. Ray- 
mond T. Stevens presided. 

The following members were present: Drs. F. 
Hanley, H. Hanley, Stapans, Schiff, Fortin, Met- 
calf, Bruno, Hayes, Lappin, Lovering, Czekan- 
ski, Chapman, Damarjian, Webster, Sprague, 
Stevens, Doll, Ruggles, Healey, Lussier, Paull, 
Cunningham, Hanna, Kelley, Bleyer, Jeremiah, 
Mara, Zolmian, Billings, Forgiel, Gorfine, H. 
Turner, E. Gaudet, Seabra, Boucher, Pinault. 

The minutes for the previous meeting were read 
and approved. Communications were read and in- 
cluded the following: 1.) letter from the Provi- 
dence Medical Society in which Dr. E. Damarjian 
transferred his active membership from Provi- 
dence Medical Society to the Pawtucket Medical 
Society. 2.) application for admission to the so- 
ciety from Dr. Peter Chudolij. 3.) application for 
admission to the society from Dr. Olga Koropey. 

Following dinner Dr. Jeremiah spoke on plastic 
and reconstructive surgery of the face and head. 
His talk was illustrated with colored slides. The 
talk was received with general applause and it 
evoked favorable comment from several of the 
members present. 

The business aspect of the meeting continued. 
The standing committee’s report as presented by 
Dr. Zolmian, approved the following motion: The 
by-laws be amended so that 20% of the active 
voting members be present to form a minimum 
quorum to carry out any Society business. This 
was passed by the Society. 

The meeting adjourned at 10:20 p.m. and some 
members remained to see Dr. Jeremiah’s movie. 


NATHAN SONKIN, M.D., Secretary 
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THE WOMAN’S AUXILIARY 





The March Meeting 
HE NEXT MEETING of the Auxiliary will be 
held on Tuesday, March 5, at the Crown Hotel. 
To make it possible for more mothers of school 
children to attend the meeting will be at an earlier 
hour than has been the practice in the past. There 
will be a coffee hour at 12:30 p.M., with the busi- 
ness meeting planned to start at 1:15 p.m. The 
program which follows is a varied one. It includes: 

1. A hat contest, sponsored by the Safety Com- 
mittee. Prizes will be given for the hats considered 
best depicting possible causes of accidents and 
fires in the home. 

2. A comic reading, Doctors’ Wives. 

3. Address by Mrs. Robert Flanders, president, 
Woman’s Auxiliary to the American Medical 
Association. 

Wives of residents and interns in the various 
hospitals have been invited to attend this meeting, 
as well as the wives of doctors stationed at the 
(uonset Naval Base and the Newport area. 


Christmas Cheer at Howard 

On Thursday, December 20th, special holiday 
entertainment ‘for the patients in the geriatrics 
building at the State Institutions was provided by 
the members of the Auxiliary’s Mental Health 
Committee, headed by Mrs. George H. Taft. Mrs. 
Lester M. Friedman was the soloist in the musical 
program that was presented. Candy was provided 
for all the geriatric patients in the building. 


Television Program 

The medical television program, which appeared 
weekly through January 9, is now off the air. How- 
ever, due to public interest and many requests, it 
will be resumed on April 4 and will be seen on each 
Thursday morning during April and May. 

Once again the Public Relations Committee 
wishes to express its thanks to all who took part 
in its programs. Betty Adams said that she had 
never had a more cooperative, interesting, and 
punctual group with whom to work. 

In setting up the coming series, suggestions and 
criticism from members of the Medical Society 
will be welcome. 


Dessert Bridge 
The date, Tuesday, April 23, and the place, the 


Nurses Auditorium, Rhode Island Hospital, have 
been announced for the dessert bridge by the 
chairman, Mrs. Richard E. Haverly and the co- 
chairman, Mrs. Charles W. Cashman, Jr. 

This event will replace the rummage sale held 
previously as the second fund-raising effort of the 
year for the community service projects of the 
Auxiliary. In this case the proceeds will be used 
to provide for two scholarships for nurses, and the 
remainder will be given to the Benevolence Fund 
of the Rhode Island Medical Society. 


Dinner Dance Funds Allocated 
At the board meeting on January 15, the funds 
acquired at the dinner dance were allocated as fol- 
lows : $100 for AMEF, $1,000 for establishing the 
Nurses Loan Fund and for the recruitment pro- 
gram and the remainder, $100 plus, for the Ben- 
evolence Fund of the Rhode Island Medical So- 
ciety, with more expected to be added to the latter 

from the proceeds of the dessert bridge. 


The Nurses Loan Fund 

A Nurses Loan Fund has been established by 
the Auxiliary, Mrs. Alexander A. Jaworski, 
chairman of the Recruitment and Scholarships 
Committee, has reported. This will allow the pay- 
ment of up to $300 each to prospective nurses show- 
ing proof of need and at least a “B” average in 
high school. The loan is expected to be paid back 
in regular installments at 2 per cent interest, start- 
ing six months after graduation. This program 
will be limited to use in the five schools of nursing 
located in Rhode Island. Applications must be 
made directly to the committee, who will administer 
the fund. 

Letters announcingsthe availability of the fund 
are being mailed to all high school principals in 
the state, with notices for bulletin boards and 
descriptive material for vocational counsellors. 


Recruitment Program 
The recruitment program’ has been broadened 
this year to include the allied sciences as well as 
the nursing field. The first high school program 
is being presented on February 12 at the Barring- 
ton High School when a panel of six will discuss 
their respective fields. This panel will include the 


following : a medical technologist, an occupational 
concluded on page 124 
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AN EXPERIMENT IN MEDICAL NOMENCLATURE 
INTRODUCING THE TERM: 


“cell examination 
for uterine cancer” 


The exfoliative cytological examination is called by some 
doctors the cytologic cervical test—by others the “Pap” smear 
test. In urging all women to have this test annually, we are 
calling it the cell examination for uterine cancer. 


Here are our reasons: 


Cytologic cervical test is a term which seems complicated to 
many women. 


“Pap” smear test is simple, but women we have talked to 
find the word “smear” unpleasant and disturbing, and it may 
add to their anxieties about pelvic examinations. 


Public relations advisors say that broadcasters and editors RHODE ISLAND 
will dislike ‘“‘smear”— and TV, radio and the press will be essen- DIVISION 
tial to the success of this educational project. 

AMERICAN 


We have considered other terms but have at last agreed on 
cell examination for uterine cancer as the term which simply CANCER 
and accurately describes the keystone of this vitally important 
se SOCIETY 

This test can help save thousands of women each year, In 
many parts of the country it is becoming widely accepted as a 
part of a routine checkup. As fast as county medical societies 
approve, our local Units will urge women to go to their physi- 
clans annually for a cell examination for uterine cancer. 
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therapist, a physiotherapist, a medical social work- 
er, a nurse, and a dietitian. A motion picture 
Health Careers will be shown, and appropriate 
literature distributed. This program will be re- 
peated in other high schools throughout the state 
as soon as arrangements are made. 


New Career Booklet Available 

Medical Allied Sciences for Student Guidance 
is the title of a booklet printed by the Auxiliary 
for use in its recruitment program. It includes 
requirements for students in the various fields, 
descriptions of the type of work, salaries, and 
specific references for further information. The 
booklet will be distributed at the various high 
schools where the recruitment programs are pre- 
sented and will also be available, free, upon request 
to the committee. 
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THE HAPPY LIFE OF A DOCTOR by Roger 
I. Lee, M.D. Little, Brown and Company, Bos- 
ton, 1956. $4.00 


Eighteen years of close association with doctors, 
witnessing at firsthand the many, and often ex- 
cessive, demands made upon their time and ener- 
gies, the continuous absence from their families, 
the worry incident to the care of their patients, 
the never-ending demand to keep abreast of medi- 
cal knowledge by attendance at medical meetings 
and by reading the current scientific journals, has 
often made me wonder whether or not the life of 
adoctor is a happy one. My doubts were completely 
dispelled by the autobiography of Doctor Roger I. 
Lee. 

In an extremely informal way—and how else 
could Roger Lee be—the man who was president 
of the American Medical Association and also the 
American College of Physicians, among other 
honors, proves that he who busies himself through- 
out his life with the problems of his vocation, as 
well as his avocation, will indeed have a happy life. 

Even being fat has its advantages, as Doctor 
Lee tells us in his inimitable way, noting that 
“ample people . . . by and large . . . tend to be not 
quarrelsome, but peaceful.” Although he makes 
his own life sound as peaceful at times as a New 
England village on Sunday, one suspects that in 
his case at least there is truly energy of the mind 
“which is more precious than misspent nervous 
physical energy.” 

Doctors throughout the land, those who know 
Roger Lee as well as those to whom he is but a 
name, will enjoy his views on his life, and in par- 
ticular his life as a physician. I am sure that every 
doctor will find Doctor Lee’s report not alone 
fascinating reading, but also encouragement to 
expand a busy medical life to include other aspects 
besides the actual care of patients. 

To one who has devoted nearly two decades to 
medical organization, and who on many occasions 
enjoyed lively discussions with Doctor Roger Lee, 
that distinguished editor, Doctor Bob Nye, and 
our own Doctor Peter Pineo Chase on the wide, 
wide world of medical practice, the observations 
in the hook of the most happy doctor of Boston 
on trends in medical practice, mechanical and 
chemical aids, and the joys of being a doctor today 


were most memorable. 

With no defense or boast even of the old days 
of which many of the “medical stories are romantic 
but rarely scientific,” the doctor who found time 
from his medical life to serve as a member of the 
Harvard Corporation for twenty-two years, chides 
his colleagues who permit their medical practice 
to become too mechanistic, and who fail to regard 
their patient as a human entity. “In medicine,” 
he points out, “one is not treating an X-ray film, 
a chemical reading, or a tracing by a string gal- 
vanometer, but a real live human being.” And he 
notes, “we doctors ourselves tend to accept too 
readily a mechanical result without much question, 
and often with childlike simplicity.” 

If the young, or less community-conscious phy- 
sician thinks that the successful career of Doctor 
Lee, marked by a wide range of activities besides 
his medical practice, presents too great a challenge 
in the quest for a happy life, he may take solace in 
the thoughtful observations the author notes as 
basic for the real joy of medicine: 

... firstly, the rapid progress, in which we share 

or are professionally damned; secondly, the 

complex and baffling nature of any patient with 
any disease; thirdly, the human relationship of 
the doctor and the patient; and fourthly, the 
relations of the doctor with other doctors, part 
of which is the maintenance of professional 
ideals of medicine.” 

Joun E. FARRELL, SC.D. 


ELECTROCARDIOGRAPHY, FUNDA- 
MENTALS AND CLINICAL APPLICA- 
TION by Louis Wolff, M.D., Philadelphia, W. 
B. Saunders Co., 1956. $7.00 


This splendid volume is divided into three main 
sections—Basic Principles, Clinical Electrocardi- 
ography and the Normal and Abnormal Cardiac 
Mechanism. The section on Basic Principles is 
detailed and carefully developed, but is not a 
primer for the raw beginner wishing a simple 
treatment of elementary cardiac electrophysiology. 
Rather, it is a careful study of the basic concepts, 
written in a way that will repay the repeated refer- 
ence of the advanced student and practicing cardi- 
ologist. It brings to bear much that has been learned 


from vectorcardiography, without introducing 
concluded on page 131 
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ON THE MEDICAL LIBRARY BOOKSHELVES 





Three new titles have been added to the Daven- 
port Collection and are available for circulation: 
William L. Crosthwait, M.D. & Ernest G. Fischer 

- The Last Stitch. J. B. Lippincott Co., Phil., 
1956. Dr. Crosthwait of Texas, now in his fifty- 
sixth year of practice, reviews his busy life in en- 
gaging, anecdotal fashion. 

Brooke Hindle — The Pursuit of Science in Rev- 
olutionary America, 1735-1789. Published for the 
Institute of Early American History and Culture, 
Williamsburg, Virginia by the University of North 
Carolina Press, Chapel Hill., 1956. In the author’s 
words “The heritage left by the Revolutionary 
generation contained no more important element 
than this faith that science would flourish in 
America and that it would be instrumental in ad- 
vancing the wealth and happiness of the nation. 
Their zeal and their vision were transmitted almost 
intact. The unprecedented richness of modern 
America is a monument to the faith of the Revolu- 
tionary generation in the power and beneficence of 
science, just as its form of government is a monu- 
ment to their faith in man’s capacity to govern 
himself.” 

Garet Rogers — Lancet. G. P. Putnam’s Sons, 
N. Y., 1956. This is a novel based on the lives of 
John and William Hunter. It paints a vivid picture 
of 18th century London. 

Other purchases were: 

Odin \W. Anderson & Jacob J. Feldman — Family 
Medical Costs and Voluntary Health Insurance: 
A Nationwide Survey. Blakiston Division, Mc- 
Graw-Hill Book Co., Inc., N. Y., 1956. 

Paul B. Beeson & others, editors — The Year 
Book of Medicine (1956-1957 Year Book Series). 
Year Book Publishers, Inc., Chic., 1956. 

Herbert Conway—Tumors of the Skin. Charles 
C Thomas, Springfield, IIl., 1956. 

William Dock & I. Snapper, editors — Advances 
in Internal Medicine, vol. VIII, 1956. Year Book 
Publishers, Inc., Chic., 1956. 

Nicholson J. Eastman — William’s Obstetrics. 
llth ed. Appleton-Century-Crofts, Inc., N. Y., 
1956. 

Jack C. Haldeman & others — Staffing of State 
and Local Health Departments, 1951. U. S. De- 
partment of Health, Education, and Welfare, Pub- 
lic Health Monograph no. 13. Wash., 1953. 


John A. Key & H. Earle Conwell — The Manage. 
ment of Fractures, Dislocations and Sprains. 6th 
ed. C. V. Mosby Co., St. L., 1956. 
Kenneth F. Maxcy — Rosenau’s Preventive Medi- 
cine and Public Health. 8th ed. Appleton-Century- 
Crofts, Inc., N. Y., 1956. 
H. F. Moseley, editor — Textbook of Surgery. 
2nd ed. C. V. Mosby Co., St. L., 1955. 
Emil Novak & Edmund R. Novak — Textbook 
of Gynecology. Williams & Wilkins Co., Balt, 
1956. 
Howard F. Root & Priscilla White Diabetes 
Mellitus. Handbook for Physicians. Landsberger 
Medical Books, Inc., N. Y., 1956. 
Louis J. Soffer — Diseases of the Endocrine 
Glands. 2nd ed. rev. Lea & Febiger, Phil., 1956, 
J. S. Speed & Robert A. Knight, editors — Camp- 
bell’s Operative Orthopaedics. 2 vols. C. V. Mosby 
Co., St. L., 1956. 
E. A. Spiegel, editor — Progress in Neurology 
and Psychiatry. An Annual Review. Vol. XI 
Grune & Stratton, N. Y., 1956. 
Symposium. Morals, Medicine and the Law. New 
York University Law Review, vol. 31, no. 7, 
November 1956. 
Philip Thorek—Surgical Diagnosis. J. B. Lippir- 
cott Co., Phil., 1956. 
George A. Ulett & D. Wells Goodrich — A Syn- 
opsis of Contemporary Psychiatry. C. V. Mosby 
Co., St. L., 1956. 
U. S. Department of Health, Education, and Wel- 
fare — Selected References on Cardiovascular 
Disease. An Annotated Bibliography. Wash., 1956. 
William B. Wartman, editor — The Year Book o/ 
Pathology and Clinical Pathology (1955-1956 
Year Book Series) Year Book Publishers, Inc. 
Chic., 1956. 

Review volumes from the Rhode Island Medical 
Journal were: 
Ciba Foundation — Colloquia on Ageing. vol. 2 
Ageing in Transient Tissues. Edited by G. E. W. 
Wolstenholme & Elaine C. P. Millar. Little, Brown 
& Co., Bost., 1956. 
Ciba Foundation — Colloquia on Endocrinology. 
vol. 9. Internal Secretions of the Pancreas. Edited 
by G. E. W. Wolstenholme & Cecilia M. O’Cor- 
nor. Little, Brown & Co., Bost., 1956. 


Ciba Foundation — Symposium on Experimental 
continued on page 128 
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ON THE MEDICAL LIBRARY BOOKSHELVES 


continued from page 126 
Tuberculosis. Bacillus and Host with an Adden- 
dum on Leprosy. Edited by G. E. W. Wolsten- 
holme & others. Little, Brown & Co., Bost., 1955. 
Colonel John Boyd Coates, jr., Ebbe Curtis Hoff 
& others, editors — Preventive Medicine in World 
War II. vol. II—Environmental Hygiene. Medical 
Department, U. S. Army, Office of the Surgeon 
General. Wash., 1955. 
Salvatore R. Cutolo with Arthur & Barbara Gelb 
—Bellevue is My Home. Doubleday & Co., Inc., 
Garden City, 1956. 
Morris Fishbein, editor—Children for the Child- 
less. Doubleday & Co., Inc., Garden City, 1954. 
C. Frederic Fluhmann — Management of Men- 
strual Disorders. W. B. Saunders Co., Phil., 1956. 
John Maurice Grimes — When Minds go Wrong. 
Devin-Adair Co., N. Y., 1954. 
Harry Gross & Abraham Jezer — Treatment of 
Heart Disease. A Clinical Physiological Approach. 
W. B. Saunders Co., Phil., 1956. 
H. Corwin Hinshaw & L. Henry Garland — 
Diseases of the Chest. W. B. Saunders Co., Phil., 
19506. 
Ralph H. Major & Mahlon H. Delp — Physical 
Diagnosis. 5th ed. W. B. Saunders Co., Phil., 1956. 
Jules H. Masserman — The Practice of Dynamic 


Psychiatry. W. B. Saunders Co., Phil., 1955. 


Ibert Mellan & Eleanor Mellan Dictionary of 
Poisons. Philosophical Library, N. Y., 1956. 
Donald M. Pillsbury & others — Dermatology. W. 
B. Saunders Co., Phil., 1956. 
Leonard S. Rosenfeld & Henry B. Makeover — 
The Rochester Regional Hospital Council. The 
Commonwealth Fund, Harvard University Press, 
Cambridge, 1956. : 
Max S. Sadove & James H. Cross — The Recovery 
Room. Immediate Postoperative Management. \W. 
B. Saunders Co., Phil., 1956. 
William A. Sodeman, editor — Pathologic Physi- 
ology. Mechanisms of Disease. 2nd ed. W. B. 
Saunders Co., Phil., 1956. 
Marie Carmichael Stopes — Sleep. Philosophical 
Library, N. Y., 1956. 
Ray E. Trussell — Hunterdon Medical Center. 
The Story of One Approach to Rural Medical 
Care. The Commonwealth Fund, Harvard Uni- 
versity Press, Cambridge, 1956. 
Benjamin B. Wells — Clinical Pathology. Appli- 
cation and Interpretation. 2nd ed. W. B. Saunders 
Co., Phil., 1956, 

Fellows of the Society have given the following 
items: 
From Harold G. Calder, M.D, — Michael Under- 
wood — A Treatise on the Diseases of Children, 
with General Directions for the Management of 
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Infants from the Birth. Phil., 1793. (This volume 
was given to Dr. H. G. Calder by Dr. J. W. Leech). 
Seventy bound volumes. 
From Donald L. DeNyse, M.D. — Medical 
journals. 
From Frank T. Fulton, M.D. — Thirteen bound 
volumes. 
From Seebert J. Goldowsky, M.D. — Payment 
for the rebinding and repairing of vol. 2, 1824-25 
Boston Medical Intelligencer. 
From Herman C,. Pitts, M.D. — One hundred 
thirty-two bound volumes and pamphlets. 
From Lewis Porter, M.D. — Medical journals. 
From Francesco Ronchese, M.D, — “A passport 
dated April 8, 1857 granted by the Emperor of 
Austria owner of the Italian regions of Lombardy 
and Venetia, to Dr. Francesco Loro, physician in 
Treviso, Italy, for reason of study ‘abroad,’ per- 
mitting him to go to Bologna, Florence, Genoa, 
Turin, distances of about from 50 to 100 miles. 
Dr. Francesco Loro was Dr. Ronchese’s grand- 
father.” 
Three volumes and medical journals. 
From Werner Segall, M.D. — Medical journals. 
From Stanley Sprague, M.D. — State of Cali- 
fornia Board of Medical Examiners. Directory 
1956. 
From Benjamin F. 
journals. 


Tefft, M.D. — Medical 


Other gifts were: 
From Mr. W’. Wallace Potter — Twenty-five dol- 
lars to be used in restoring old volumes. 
From the Estate of Mrs. Anna Utley Wilcox — 
Portrait of Leander Utley, M.D., a member oi 
the Rhode Island Medical Society from 1827-52; 
Dr. Utley’s name plate, certificate of membership 
in the R.I.M.S., books, papers and letters. 
From Donald C. Gates, M.D. — Medical journals. 
From John Hay Library, Brown University — 
Books and journals. 
From the National Institutes of Health — English 
translation of the Russian Journals—Biochemistry 
and the Bulletin of Experimental Biology and 
Medicine. 
American Cancer Society — A Cancer Source 
Book for Nurses. N. Y., 1950. Gift of the Society. 
American Cancer Society — 6th Report of Insti- 
tutional and Special Purpose Research Grants of 
the American Cancer Society, September 1954 - 
August 1955. N. Y., 1956. Gift of the Society. 
American College of Surgeons — Directory, 1956. 
Chic., 1956. Gift of the College. 
American Medical Association — A_ Planning 
Guide for Establishing Medical Practice Units. 
Published through a grant made by the Sears- 
Roebuck Foundation. Chic., n.d. 7 copies. Gift of 
the A.M.A. 
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American Medical Education Foundation — Di- 
rectory of Physicians Contributing to Medical 
Education in the United States, 1955. Chic., n.d. 
Gift of the Foundation. 

Roscoe L. Barrow & Howard D. Fabing — Epi- 
lepsy and the Law. Hoeber-Harper, N. Y., 1956. 
Gift of the American League Against Epilepsy. 
Paul WW. Beaven — For the Welfare of Children. 
The Addresses of the Ist Twenty-five Presidents 
of the American Academy of Pediatrics with Pre- 
face, Remarks and Summary. Charles C Thomas, 
Springfield, Ill., 1955. Gift of the Academy. 

Ciba Foundation Symposium on Bone Structure 
and Metabolism. Edited by G. E. W. Wolsten- 
holme & Cecilia M. O’Connor. Little, Brown & 
Co., Bost., 1956. Gift of the Foundation. 

Ciba Foundation Symposium on Paper Electro- 
phoresis. Edited by G. E. W. Wolstenholme & 
Elaine C. P. Millar. Little, Brown & Co., Bost., 
1956. Gift of the Foundation. 

Committee on Growth — 10th Annual Report to 
the American Cancer Society, Inc. July 1954 - June 
1955. Wash., 1956. Gift of the American Cancer 
Society. 

Committee of the Privy Council for Medical Re- 
search — Report of the Medical Research Council 
for the Year 1954-1955. Lond., 1956. Gift of the 
British Government. 

Harold E. Elliott, editor — Medical Aspects of 
Trafic Accidents. (Proceedings of the Montreal 
Conference). Montreal, 1955. Gift of the Traffic 
Accident Foundation for Medical Research. 

Ford Foundation to Advance Human Welfare. 
Annual Report, 1955. N. Y., n.d. Gift of the 
Foundation. 

The Hadassah Medical Organization. An Ameri- 
can Contribution to Medical Pioneering and Prog- 
ress in Israel. Edited by Joseph Hirsh, N. Y., 
1956. Gift of the Hadassah Medical Organization. 
Henry Phipps Institute for the Study, Treatment 
and Prevention of Tuberculosis. 35th Report, 
1954-1955. University of Pennsylvania, Phil., 
1956. Gift of the Institute. 

Institute for the Crippled and Disabled — Re- 
habilitation Trends. Mid-century to 1956. N. Y., 
1956. Gift of the Institute. 

A. C. Ivy, John F. Pick & W. F. P. Philips — 
Observations on Krebiozen in the Management of 
Cancer. Henry Regnery Co., Chic., 1956. Gift of 
Dr. Ivy, 

Jackson County Medical Society — Diamond 
Jubilee Jackson County Medical Society. Kansas 
City, 1956. Gift of the Society. 

Joint Committee on Health Problems in Educa- 
tion — Suggested School Health Policies. 3rd ed. 
Chic.. 1956. Gift of the Committee. 

Charles U. Letourneau, M.D. — Transcript of 


Testimony, Iowa Hospital Association and Mem- 
concluded on next page 
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ber Hospitals in Lawsuit Involving Relationship 
3etween Physicians and Hospitals. Gift of the 
Executive Office. 

Life Insurance Association of America — Aims, 
Services, Committees, Membership. N. Y., 1956. 
Gift of the Association. 

Life Insurance Medical Research Fund — 11th 
Annual Report, July 1, 1955 - June 30, 1956. N. Y., 
1956. Gift of the Fund. 

Charles E. Lyght & others, editors — The Merck 
Manual of Diagnosis and Therapy. Merck & Co., 
Inc. Rahway, N. J., 1956. Gift of Merck & Co., 
Inc. 

Jack Metcoff, M.D., editor — Proceedings of the 
7th Annual Conference on the Nephrotic Syn- 
drome. N. Y., 1956. Gift of the National Nephrosis 
Foundation, Inc. 

Mississippi State Medical Association — Directory 
for 1957. Jackson, 1956. Gift of the Association. 
Maurice Natenberg — Freudian Psycho-Antics: 
Fact and Fraud in Psychoanalysis. Chic., 1953. 
Gift of Regent House, Publishers. 

New York University-Bellevue Medical Center 
— Research Activities, 1955-1956. N. Y., 1956. 
Gift of the University. 

Marshall Carleton Pease A History of the 
American Academy of Pediatrics. Evanston, 1952. 
Gift of the Academy. 

Proceedings of First New England Regional 
Workshop on Medical-Dental-Veterinary Educa- 
tion. Bost., 1953. Gift of the Executive Office. 
Proceedings of the World Congress of Anesthesi- 
ologists, 1955. Minneapolis, 1956. Gift of the 
International Anesthesia Research Society. 
Report of the 5th National Conference on Phy- 
sicians and Schools, October 12, 13, 14, 1955. Chic., 
1956. Gift of the National Conference. 

Report of the 18th Ross Pediatric Research Con- 
ference. Fibrocystic Disease of the Pancreas. 
Columbus, 1956. Gift of Ross Laboratories. 
Studies from the Rockefeller Institute for Medical 
152. N. Y., 1956. Gift of the 


Research, vol. 


Institute. 
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Transactions of the Association of American lhy- 
sicians, vol. LXIX, 1956. Gift of the Association, 
Transactions of the American Therapeutic Society, 
1949-1950, 1951-1952. Gift of the Society. 
United States Department of Agriculture—Index- 
Catalogue of Medical and Veterinary Zoology, 
Supplement 6. Authors: A to Z. Wash., 1956. Gift 
of the U. S. Government. 

United States Department of Health, Education, 
and Welfare — Your Child from One to Six, 
rev. ed. Wash., 1956. Gift of the U. S. Government. 


Received through Exchange with the Universi- 
tetsbiblioteket, Lund, Sweden: 
Carl-Martin Fajers — Experimental Studies in 
Cholemic Nephrosis. Lund, 1956. 
Ingrid Gamstorp — Adynamia Episodica Heredi- 
taria. Lund, 1956. 
Sune Genell & others — On the Quantitative Re- 
lationship Between Some Steroid Substances 
Excreted in the Urine by Adult Males. Lund, 1956. 
Bengt E. Gustafsson & Lars G. Hallen — His- 
tological Evaluation of Different Methods for 
Preservation of Arterial Grafts. Lund, 1956. 
N. G. Henriksson — Electrical Analysis of the 
FEye-Movements in Nystagmus. Lund, 1956. 
Carl-Herman H jortsjo—Studies on the Mechanics 
of the Temporomandibular Joint, 1951-1954. 
Lund, 1956. - 
Bengt Lindegard — Body-Build and Physical 
Activity. Lund, 1956. r 
Bengt Lindegard — _ Differential Somatology. 
Lund, 1956. 
Bengt Lindegard — Studies on the Fat Distribu- 
tion in the Adult Male. Lund, 1956. 
3engt Lindegard & others — Male Sex Charac- 
ters in Relation to Body-Build, Endocrine Activity, 
and Personality. Lund, 1956. 
Bengt Lindegard, editor — Body-Build, 
Function and Personality. Lund, 1956. 
H. Lindholm — Studies in Normal Adults for 
Variation in Serum Lipids with Sex, Age, Relative 
Body-Weight and with Body-Build. Lund, 1956. 
Unne Stenram — Relationships Between Essential 
Amino Acids in the Diet and Nucleolar Size in 
the Liver of Rat. Lund, 1956. 
C. R. Str6émblad — Experiments on Supersenst- 
tivity and the Activity of Cholinesterase and Amine 
Oxidase in Denervated Salivary Glands. Lund, 
1956. 
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BOOK REVIEWS 
concluded from page 125 
enough of the detail of this technique to make the 
exposition obscure. 

Doctor Wolff has created a clinical section 
which is the meat of the book, and the point at 
which it has its major value. There are a number 
of tables giving the result of studies of normal 
values and abnormal patterns, which are a real 
contribution, but rather detailed and undigested for 
rapid reference. There is a good discussion of the 
specific abnormal patterns, intraventricular conduc- 
tion disturbances and the like. The reader who 
wishes to get the most out of the section on coronary 
artery disease should be familiar with the dia- 
grams of the “unrolled” heart, studied by the 
method of Schlesinger, which are a bit anatomi- 
cally confusing to the uninitiated. The section deal- 
ing with pericarditis, pulmonary embolism and 
electrolyte disturbances is brief, but adequate. At 
no point does this book treat of the matter of the 
technical aspects of clinical electrocardiography, 
and the reader will have to look elsewhere for 
descriptions of electrocardiographic equipment and 
its operation, 

The final section, dealing as it does with the 
arrhythmias, is well presented and deals with the 
most important of the clinical applications of 
electrocardiography. This section will do the least, 
inthe opinion of this reviewer, to supplement other 
texts, as many of the earlier works are both more 
complete and clear. 

In summary, this is an excellent reference work 
ona great many important aspects of electrocardi- 
ography, which is still a fast-growing science after 
about fifty years. The reader will find it necessary 
to have reference to other works in the field to 
round out the whole picture, but will find this an 
invaluable addition to his reference library. 


ALEX M. Burcess, JR., M.D. 


—_—_—_ 
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Extending to HERMAN C. PITTS, M.D., A PAST PRESIDENT 
of the Rhode Island Medical Society, the Grateful Appreciation of the General Assembly, 
Representing the People of the State of Rhode Island and Providence Plantations, for 
His Outstanding Contribution to Cancer Control Activities in this State. 
Passed in Concurrence and Signed, February 19, 1957 





1% gree HERMAN C. Pitts began his cancer con- 
trol activities in 1922, when he agreed to 
participate in the work of the American Society 
for the Control of Cancer, providing a service of 
great value to the people of Rhode Island by mak- 
ing talks to non-medical groups on the subject of 
cancer at a time when such subjects were ques- 
tioned by his colleagues. 

In 1936 and 1937, he led in the formation of 
an organization for the control of cancer which 
later became the Rhode Island Cancer Society 
and is now known as the American Cancer Society, 
Rhode Island Division, of which division he was 
president from 1946 to 1951; also president of the 
American Society in 1943 and chairman of the 
Board of that organization in 1944. 

In 1947, Doctor Pitts helped to establish the 
Hattie Ide Chaffee Nursing Home, the only home 
in Rhode Island exclusively for the terminal care 
of cancer patients, providing inspiring leadership 
for the Home ever since. 

In 1953, the American Cancer Society awarded 
Doctor Pitts a medal for distinction in the field of 
cancer control, for untiring efforts in building a 
forthright program in Rhode Island, and for out- 
standing work on behalf of the National organiza- 
tion constituting “a monument of achievement for 
any one individual.” 

In addition to other distinctions, Doctor Pitts 
has served for many years on the staff of the Rhode 
Island Hospital; as chairman of the Cancer Com- 
mittee of the Rhode Island Medical Society; has 
aided in the development of professional informa- 
tion programs for physicians; advising the Gen- 
eral Assembly regarding legislation on cancer con- 
trol (cancer was made a reportable disease) ; 
advising the State Department of Health on the 
formation of a Division of Cancer Control; serv- 
ing on a Commission charged by the State Legis- 
lature with the responsibility of investigating the 
need for a cancer hospital in Rhode Island; and 
now, therefore, be it 


RESOLVED, That the members of the Gen- 
eral Assembly, keenly aware of the deprivations 
to life because of cancer and wholeheartedly 
grateful to those who head and execute the pro- 
gram to surmount the dread disease, now extend 


to Herman C. Pitts, M.D., upon the occasion 
of his re-election to presidency of the Hattie 
Ide Chaffee Nursing Home, the gratitude of the 
Legislature, representing the people of this 
State, for his extraordinary devotion and con- 
tribution to canceling the terrors of this disease; 
directing the Secretary of State to transmit to 
Doctor Pitts a duly certified copy of this resolu- 
tion in proud and humble tribute for his under- 
standing of and largesse to suffering humanity. 
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